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Pichler, H.: Tumors of the Jaw, with Special 
Consideration of the Early Diagnosis (kKiefer- 


tumoren mit besonderer Beruecksichtigung der 
Fruehdiagnose). Wien. klin. Wehnschr., 1931, ii, 


In the treatment of malignant tumors only surgery 
comes into serious consideration as radiation therapy 
is too uncertain and gives permanent results only 
exceptionally. Prophylactic postoperative radiation 
is not particularly successful in carcinoma of the 
lower jaw, but is of greater value in sarcoma. 

As carcinoma of the jaw usually arises from the 
mucous membranes, and sometimes also from the 
external skin, it should be recognized early with care- 
ful observation. Most difficult at first glance is the 
differentiation of a malignant ulcer from a simple, 
traumatic inflammatory ulcer. Observation for 
several days after removal of the irritant (tooth, 
prosthesis) will show the nature of the ulcer. 

Sarcoma of the jaw develops most frequently 
within the bone and leads to swelling of the jaw 
comparatively late. The most important symptoms 
are pain and loosening of the teeth. The presence of 
these symptoms without an apparent cause should 
suggest the possibility of malignant tumor. Roent- 
gen examination is usually of no aid in the differen- 
tial diagnosis of benign and malignant tumors. 

Of the benign tumors, the adamantinoma and 
the so-called round-celled sarcoma (epulis) are of 
practical importance. The former are true neo- 
plasms formed from the cells of the enamel organ and 
may be solid or show a tendency toward cyst forma- 
tion. The latter are today characterized by pathol- 
ogists as osteodystrophy fibrosa localisata and at- 
tributed to inflammation. After incomplete removal 
both tend to recur locally, but neither undergoes 
rapid malignant growth. They should therefore be 
removed completely, but not by destructive methods. 
Radium radiation combined with thorough excision 
gives good results. Druece (Z). 


HEAD AND NECK 


Welge, H.: Malignant and Benign Tumors of the 
Upper and Lower Jaw Operated upon at the 
Surgical Clinic of the University of Goettingen 
in the Period from 1919 to 1929 (Ueber die in den 
Jahren torg bis 1929 an der chirurgischen Universi- 
taets-Klinik zu Goettingen operierten malignen und 
benignen Tumoren des Ober- und Unterkiefers). 
1930: Goettingen, Dissertation. 


This is a detailed report on thirty-seven cases of 
tumors of the upper and lower jaw operated upon at 
the Goettingen Clinic. The entire material included 
eighty-four cases. Of these, forty-seven were 
operated upon elsewhere and treated only by ir- 
radiation at Goettingen. Of the tumors operated 
upon at Goettingen, twenty-two occurred in the 
upper jaw and fifteen in the lower jaw. Among 
these there were twelve carcinomata in the upper 
jaw and two in the lower jaw. The rest of the tumors 
were classified as follows: Upper jaw: sarcoma in 
three cases, endothelioma in one case, adamantinoma 
in one case, and epulis in five cases. Lower jaw: 
sarcoma in four cases, endothelioma in one case, 
adamantinoma in two cases, and epulis in six cases. 
The frequency of tumors in the upper and lower jaws 
noted at the Goettingen Clinic corresponds to the 
literature. The grouping according to age and sex 
was also typical. Carcinoma occurs most often in men 
of advanced age, while sarcoma occurs more often in 
women and with about equal frequency at all ages. 

As to the etiology of the tumors, their point of 
origin, and metastasis no new facts were learned. 
Histologically, eleven of the carcinomata were of the 
squamous epithelial type, one was an alveolar car- 
cinoma, one a solid type of carcinoma, and one a 
matrix-celled carcinoma. In the sarcoma group 
there were three spindle-celled tumors, one giant- 
celled tumor, and one round-celled tumor. In 
addition, there were an osteosarcoma and a sarcoma 
without histological diagnosis. ‘The clinical mani- 
festations were of the usual type. 

The prognosis seems to be dependent to a great 
degree on the histological structure and the stage 
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of development of the tumor. In its relation to the 
operative technique it has been improved by the use 
of local anesthesia. The danger from postoperative 
pneumonia has been markedly reduced since the 
introduction of local anwsthesia. 

In operations on carcinoma of the upper jaw the 
Weber-Dieffenbach incision is used. Deviation from 
the typical and usual procedures is frequently 
necessary. Of twelve cases in which total resection 
of the upper jaw was done, an atypical procedure 
was used in seven. 

In cases of tumor of the lower jaw the operative 
procedure depends on the type and localization of 
the neoplasm more than in cases of tumor of the 
upper jaw. The attempt should be made to preserve 
the function of the jaw. Therefore the after-treat- 
ment and early plastic surgery should receive partic- 
ular attention. Upon these depends also the cos- 
metic result. 

In the cases reviewed there were two postoperative 
deaths, one from carcinoma of the upper jaw and one 
from sarcoma of the lower jaw. In nine cases of 
carcinoma of the upper jaw, one of carcinoma of the 
lower jaw, and two of sarcoma of the upper jaw 
death resulted from recurrence. Sarcoma of the 
lower jaw recurred. One carcinoma of the upper jaw 
and one of the lower jaw remained cured after five 
years. Permanent results were obtained in one case 
of carcinoma of the upper jaw, one of sarcoma of the 
upper jaw, and two of sarcoma of the lower jaw. The 
epulis tumors, five of the upper jaw and six of the 
lower jaw, are considered separately. When a thor- 
ough operation is done the prognosis is favorable 
A. Starr (Z). 


Hobbs, W. H., Sneierson, H., and Faust, C. L.: 
Acute and Chronic Infections of the Parotid 
Gland; Treatment by Dilatation of Stenson’s 
Duct. Surg., Gynec. & Obst., 1932, liv, 555. 

The authors believe that, for some cases, their 
method of treating infections of the parotid gland— 
dilatation of Stenson’s duct through the mouth and 
irrigations with saline solution—constitutes a dis- 
tinct advance over the methods employed hereto- 
fore. It is physiological because it drains the infec- 
tion through a normal passageway, it differentiates 
the cases in which surgical intervention will be 
necessary, it requires no special instruments or un- 
usual skill, it causes little discomfort, and it gives a 
reasonable assurance of success. 

A number of cases in which the authors’ method 
was used are reported. Joun J. Maroney, M.D. 


EYE 


Blatt, N.: The Correction of High Myopia by Muel- 
ler’s Contact Glasses. Arch. Ophth., 1932, vii, 399. 


Following a review of the history of contact 
glasses the author discusses a series of thirty-eight 
selected cases in which the use of Mueller’s contact 
glasses produced a quite remarkable improvement 
in visual acuity. 


The patients ranged in age from 
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ten to sixty-three years and were afflicted with hig! 
myopia, corneal scars, or both. A comprehensive 
table of case reports is included in the article, 
The author describes his technique in fitting the 
lens. SAMUEL A. Durr, M.D. 


Pelouze, P. S.: The Ophthalmological Importance 
of Focal Infective Prostatitis. Arch. Opht):. 
1932, Vil, 372. 

In men over thirty-five years of age focal infec 
tion producing eye lesions is frequently of prostati: 
origin and rarely due to the gonococcus. Foci! 
infection originating in the tonsils or teeth may 
persist in the prostate following removal of the 
original focus. In cases of secondary ocular involv 
ment massage of the prostate must be carried out 
with the greatest care and not oftener than twice 
a week. If a reaction occurs in the eyes followiny 
prostatic massage, the massage should not be re 
peated until three days after disappearance of the 
reaction. Ocular reactions are analogous to treat 
ment with a vaccine and therefore indicate the 
frequency and energy with which prostatic massage 
may be carried out. Samuet A. Durr, M.D 


Knobloch, R.: Luxation of the Lens (Linsenlux: 
tion). Cas. lék. Eesk., 1931, 1xx, 1364. 

Of 150 cases of lenticular displacement, 93 were 
of traumatic origin. Three of the 93 were examples 0! 
completion of the dislocation of a congenitally sul) 
luxated lens; 50 were cases of subluxation; 20, luxa 
tions into the anterior chamber; and 23, luxations 
into the vitreous chamber. Of 31 luxations which 
were spontaneous, 14 were originally congenital 
subluxations. Twenty were into the anterior cham 
ber and 3 were into the corpus vitreum, and 8 were 
subluxations. Twenty-six of the total number o/ 
150 luxations were congenital subluxations. Of these, 
all were bilateral and occurred in highly myopic 
eyes. In 2 cases there was correctopia, but in 1 o/ 
these coloboma of the opticus was present. There 
were 4 cases of lenticular opacity, which was total 
in 1 and partial in 3. Detachment of the retina was 
present in 1 case. In half of the 26 congenital cases 
the luxation was total. In 4 it was bilateral, and in 
g unilateral. In 3 cases the luxation became tot! 
following an injury; in 14, it was completed spont: 
neously. In 16 cases the luxation was into the aii 
terior chamber, and in 1, into the corpus vitreum. 

Among the cases of acquired subluxation there 
were 36 of secondary glaucoma. In 9 cases extra: 
tion of the lens prevented this complication. ('! 
the 26 cases of congenital subluxation, secondar) 
glaucoma developed bilaterally in 1 and unilateral!» 
in 2. These were cases in which the luxation was not 
total. Secondary glaucoma developed in 34 of the 
4o cases of luxation into the anterior chamber. !1 
5 of the 40 the lens had been removed prophyla: 
tically and glaucoma did not appear. In 1 case 
the lens was not removed, but secondary glaucoma 
did not develop. The patient had a very small lens. 
Of the 26 cases of luxation into the corpus vitreum, 
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secondary glaucoma developed in 18 and atrophy 
of the bulb in 1. Cyclodialysis was done in 1 case 
and extraction of the lens in another. 

Therapy has as its aims the prevention or cure 
of the glaucoma and improvement of vision. Miotics 
were of no avail against an already developed in- 
crease in the intra-ocular tension. The possibility 
that miotics might have prevented the development 
of glaucoma if they had been used earlier cannot 
be excluded as in all the cases in which secondary 
glaucoma did not develop they were employed 
prophylactically. The greatest improvement of 
vision is obtained by lens extraction, but extraction 
of the lens is not always practical and is associated 
with certain dangers. Iridectomy can be considered 
only in occasional cases of congenital subluxation. 
It was done once in the author’s cases of congenital 
subluxation and in this instance resulted in marked 
improvement in visual acuity. Of 2 cases of luxation 
into the corpus vitreum in which it was performed 
in the hope of preventing the development of 
secondary glaucoma, it was successful in 1. In the 
4 cases of subluxation in which prophylactic iridec- 
tomy was carried out, it did not prevent the de- 
velopment of glaucoma. ‘Trephination, which was 
done in 2 cases, failed to lower the intra-ocular 
tension. Ina case of luxation into the vitreous body, 
cyclodialysis prevented the development of sec- 
ondary glaucoma and in 7 of 10 cases in which it 
was done after glaucoma had developed it reduced 
the intra-ocular tension. In 3 cases of luxation into 
the vitreous body it was unsuccessful. The unfavor- 
able effect of the operation in these cases is ascribed 
to atrophic processes in the Ciliary body. It is 
recommended that the dialysis be done at the point 
where the ciliary body has been subjected to the 
greatest irritation and stimulated to hypersecretion 
by the dislocated lens. 

Extraction of the lens was done in 63 cases. 
Twenty-four were cases of acquired subluxation. 
In 15, secondary glaucoma had already developed. 
In 12 of the latter the pressure returned to normal; 
in 1, expulsive bleeding occurred; in 1, atrophy of 
the eyeball developed; and in 1, the glaucomatous 
condition was unaffected. Of the 9 cases in which 
the extraction was done before glaucoma developed, 
the tension remained normal in 8 and expulsive 
hemorrhage occurred in 1. Of 8 cases of congenital 
subluxation in which extraction of the lens was 
done, it reduced the intra-ocular tension to normal 
in 2 in which the tension was elevated and resulted 
in improvement in vision in 6. Thirty-six lenticular 
extractions were done in cases in which the luxation 
had occurred into the anterior chamber. Of 21 
cases in which secondary glaucoma had already 
developed, the tension was reduced to normal in 
16. In 1 of the remaining 5 cases expulsive bleeding 
occurred; in 2, the operation was followed by atrophy 
of the bulb; and in 2, the operation was not success- 
ful in reducing the tension. Of the 9 cases in which 
glaucoma had not yet developed, the operation suc- 
ceeded in preventing its appearance in 8. In the 
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remaining case atrophy of the bulb occurred. In 1 
case only the lens was extracted from the vitreous 
chamber. In this instance the intra-ocular tension 
remained normal and a visual acuity of 3/36 was 
secured. When secondary glaucoma was not operated 
upon it developed without exception into amaurosis. 

Neurectomy was performed in 5 cases and enuclea- 
tion in 4. The indication for these procedures was 
severe pain. Only in a case in which the glaucoma 
followed iridodialysis and hemophthalmos did the 
intra-ocular tension return to normal spontaneously 
or as the result of treatment with miotics, and in 
this case the increase in intra-ocular tension may 
have been due to the hemophthalmos rather than 
to a true glaucoma. 

The most effective means of combating the de- 
velopment of glaucoma secondary to luxation of 
the lens are extraction of the lens and cyclodialysis. 
The former is indicated in all cases of luxation into 
the anterior chamber and in all subluxations in 
which the improvement of vision is possible. Cyclo- 
dialysis is indicated in all other cases. 

LEDERER (QO). 


EAR 


Behrendt, H., and Berberich, J.: Investigations 
on che Metabolism in Otosclerosis (Stoffwechsel- 
untersuchungen bei Otosklerose). Zéschr. f. exper. 
Med., 1931, \xxviii, 310. 

Clinical experience indicates that otosclerosis must 
have a close relationship to the metabolism of the 
organism as a whole, but up to this time positive 
evidence that otosclerosis is a constitutional disease 
has been very meager. A slight diminution of the 
calcium content of the serum of from 1 to 3 mgm. per 
too c.cm. (Leicher); a distinct diminution of the 
cholesterin: of the serum to one-fifth of the normal 
value (Berberich) ; a slight diminution of the uricacid 
content of the blood; and a change in the albumin- 
globulin fraction (Stern) are not sufticient for a 
definite decision. The authors therefore believed it 
necessary to make an investigation of the acid-base 
balance. 

Determinations of the total carbon dioxide in the 
serum showed that the alkali reserve is markedly 
reduced. The lactic acid content of the serum was 
also found to be distinctly lowered. The basal metab- 
olism is diminished or at the lowest level of normal. 
After heliotherapy the basal metabolism is very 
markedly increased. For technical reasons, sufliciently 
exact determinations of the excretion of acid in the 
urine, the total acid coefticients, and the ammonia 
coefticients could not be obtained. 

From these investigations the conclusion was 
drawn that in otosclerosis the regulation of the acid- 
base metabolism deviates constitutionally in the 
direction of acidosis. 

During the time that the authors were carrying 
out their metabolism studies, similar investigations 
were reported by Sendrail, Lasalle, and Bonpunt 
from the clinic of Escat. In fifteen cases of oto- 
sclerosis these investigators demonstrated a diminu- 
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tion in the calcium and phosphorus content of the 
serum and also in the basal metabolism. They con- 
cluded that a slight acidosis was present, and that 
possibly there was an etiological change in the 
function of the thyroid gland. However, Escat 
noted an aggravation of the condition following the 
administration of thyroid gland preparations. Also 
in agreement with the findings of Behrend and 
Berberich was the demonstration of the absence in 
otosclerosis, of hypophosphatewmia, a condition 
which is always present in rickets. 

The authors believe that, in general, their results 
support the theories of Mayer and Voss, that the 
metabolic changes may be considered of endocrine 
origin. The changed hormonal state may be of a 
constitutional nature, just as the local degenerative 
disease, the hamartoma of Mayer. The displace- 
ment of the acid-base metabolism adds a new 
symptom to the metabolic disturbances found by the 
clinic of Voss. Up to the present time there are no 
accurate observations that point to any particular 
endocrine gland. Turopor S. Fratau (H). 


Intracranial Com- 
Arch. Otolaryngol., 


Friesner, I., and Druss, J. G.: 
plications of Otitic Origin. 
1932, XV, 350. 

The authors report nine cases to show the paths of 
extension of otitic infections: 

Case 1. Abscess of the left temporal lobe of the 
brain secondary to perforation of the zygoma. Au- 
topsy disclosed perforations, thickening, and_ in- 
flammation of the dura. The process was most 
marked in the cells of the roof of the antrum and 


zygomatic process, and there was necrosis of the 
inner aspect of the zygoma. 


Case 2. Extradural abscess, temporosphenoidal 


lobe abscess, and meningitis. Histological examina- . 


tion disclosed a purulent secretion in the middle ear. 
The mucosa lining the tympanum, the antrum, and 
the adjacent cells of the petrous pyramid, and the 
dura over the antrum were thickened and inflamed. 
The cortex of the middle fossa showed perforations 
and sequestra, and the posterosuperior margin of the 
petrous pyramid presented a large abscess and bony 
necrosis. 

Case 3. Cerebellar abscess. Macroscopic exam- 
ination disclosed a defect in the cortex on the pos- 
terior margin of the petrous pyramid and necrosis 
of the adjacent bone. On histological examination, 
thickening and inflammation of the dura lining the 
internal auditory meatus was found. The labyrinth 
was normal. 

Case 4. Meningitis. Histological examination 
disclosed osteitis of the petrous pyramid and acute 
inflammation, thickening, and infiltration of the 
cells of the epitympanum. The cells showing in- 
flammation could be traced from the epitympanic 
cells to adjacent cells along the floor of the middle 
fossa and posteriorly almost to the posterior fossa. 
The changes were most marked in the region of the 
cochlea. On the posterosuperior surface of the 
pyramid the dura was necrotic. 
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Case 5. Deep subdural abscess and meningitis. 
Examination revealed osteitis of the petrous pyra 
mid. The infection had extended by direct con 
tiguity through the cells as far as the bony labyrint|) 
and almost to the posterior margin of the pyramid 
In the region of the internal auditory meatus there 
was marked bone necrosis with undermining of the 
dura. 

Case 6. Meningitis in a child with congenital 
syphilis. Examination disclosed a purulent and 
hemorrhagic infiltration in the perilymphatic spaces 
which was particularly marked in the basal turn o! 
the cochlea, the scala tympani, and the vestibule. 
Similar changes were presented by the interna! 
auditory meatus and the main blood vessels ani! 
nerves. The authors believe that this was probably a 
case of labyrinthitis secondary to meningitis in whic} 
the infection spread by way of the internal auditory 
canal. 

Case 7. Sinus thrombosis and meningitis. [x 
amination disclosed necrosis of the jugular dome. 

Case 8. Labyrinthitis. Examination revealed pus 
in the middle ear and mastoid, a resorptive process 
in the promontory, pus and granulation tissue per 
forating the membrana secondaria and entering the 
scala tympani, destruction extending through the 
stapes and into the vestibule, a serous exudate in the 
ductus cochlearis, and lesser involvement of the 
canals, utricle, and saccule. 

Case 9. Mastoiditis due to the pneumococcus 
Type 3, which was complicated by meningitis and an 
epidural abscess. Gross examination disclosed an 
oval defect in the dura over the roof of the antrum. 

In conclusion the authors call attention to the fre 
quency with which disease is localized about the 
posterosuperior portion of the pyramid. 

Joun F. Deven, M.D. 


MOUTH 


Reintges, H.: Phlegmons of the Floor of the 
Mouth (Zur Kasuistik der Mundbodenphlegmone 
1931: Heidelberg, Dissertation. 

One of the most dangerous diseases occurring in 
the mouth is the phlegmon in the floor of the mouth, 
formerly designated as Ludwig’s angina. ‘The 
etiological factors are chiefly dental diseases. 
periodontitis, infected cysts, and granuloma. If the 
inflammatory focus breaks through on the inside o! 
the jaw, which is easily possible because on the 
outer side the maxillary bone is very thick, « 
phlegmon in the floor of the mouth may be formed. 
At times such phlegmons follow the extraction 0! 
teeth and injections into inflammatory areas. ‘The 
may occur also in difficult eruption of the lower 
wisdom teeth, diseases of the tonsils and tongue, 
fractures of the jaw, tumors and injuries of the floor 
of the mouth, and infectious diseases. 

In contrast to abscess formation, the phlegmon 
tends to extend rapidly and diffusely and usual!\ 
toward the side with the least resistance. The 
various spaces such as the submental spaces, the 
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space between the tongue muscles, and the sub- 
maxillary spaces may be involved in severe cases, 
and the process may extend to the parapharyngeal 
space and from there to the head or neck. 

Phlegmon of the floor of the mouth occurs most 
frequently between the sixteenth and the thirtieth 
vears of life. It begins with a slight swelling on the 
iloor of the mouth on the side of the diseased tooth. 
lhe tongue is pushed back, and the swelling extends 
to the angle of the jaw and involves the surrounding 
soft parts. It is hard, red, and very sensitive to the 
touch. The symptoms include a high fever (from 38 
to 40 degrees C), a rapid pulse, chills, cyanosis, and 
sometimes sensory disturbances. (Edema of the 
glottis and sepsis or pyemia are to be feared. 

The prognosis is very unfavorable. The mortality 
is usually about 20 per cent, but some surgeons re- 
port an even higher rate. 

In the differential diagnosis, sublingual abscess, 
haematoma, peritonsillar abscess, lues, tuberculosis, 
and furuncle are to be considered. 

In the initial stages it is sufficient to remove the 
otiending tooth and apply hot applications. ‘Treat- 
ment with roentgen radiation is recommended as it 
causes rapid abscess formation. Bacteriological 
study of the pus shows the streptococcus hwemolyti- 
cus and viridans and the staphylococcus aureus 
hemolyticus. In advanced cases radical surgical 
methods must be used. In most cases the incision 
must be made externally at the angle of the jaw, 
but some surgeons prefer broad incisions in the floor 
of the mouth. The wound must then be drained and 
irrigated with antiseptics, and heat must be applied. 
With extensive exposure the process comes to a 
standstill and a cure gradually results. 

In conclusion, the author reports two cases with a 
favorable outcome. GEBHARDT-BODENSTEIN 


PHARYNX 


Webster, R.: Occult Tuberculosis of the Tonsil in 
Relation to Tuberculous Cervical Adenitis. 
Med. J. Australia, 1932, i, 351. 


The author states that of 86 children with tuber- 
culous cervical glands, 40 (46.5 per cent) were found 
to have tuberculous lesions in the tonsils. 

Of 46 pairs of tonsils removed for simple hyper- 
trophy or other cause except tuberculosis of the 
cervical glands, none showed tuberculosis. 

The author discusses the value of histological 
diagnosis and emphasizes that primary tuberculosis 
of the tonsil is seldom, if ever, apparent clinically. 
Ile concludes that tonsillectomy is clearly indicated 
in the treatment of tuberculous cervical adenitis. 

James C. M.D. 


NECK 


Menville, L. J.: The Radiological Aspect of Thyro- 
toxicosis. Radiology, 1932, xviii, 508. 


_ Although the mortality of thyroid surgery in a 
few large clinics in the United States is remarkably 
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low, the general mortality rate is high and becoming 
higher as the number of surgeons who operate for 
thyrotoxicosis increases. Radiation therapy is free 
from mortality. In order to obtain statistics regard- 
ing the value of radiation therapy, Menville sent 
out a questionnaire to 200 radiologists. Reports 
were received from 75. The replies are tabulated. 

Of a total of 10,541 patients treated by radiation, 
g8o had been operated upon previously. The radia- 
tion was followed by cure in 66.22 per cent of the 
cases, marked improvement in 21.07 per cent, no 
improvement in 12.4 per cent, and recurrence in 
8.45 per cent. 

The author concludes from this statistical study 
that radiation therapy is safe and as effective as 
surgery. It is followed by recurrence less frequently 
than surgery and spares the patient the discomforts 
and expense of operation. 

Leo M. ZIMMERMAN, M.D. 


Quigley, D. T.: The Radium Treatment of Toxic 
Types of Goiter. Radiology, 1932, xviii, 576. 

In the period from 1916 to 1927 the author treated 
137 cases of toxic goiter with radium. He reports 
favorable results in approximately 70 per cent of 
the cases. In cases of toxic adenoma the results were 
less satisfactory, subsequent operation being. re- 
quired in approximately 50 per cent. 

Lro M. ZIMMERMAN, M.D. 


Richter, H. M.: The Surgical Treatment of Thyro- 
toxicosis. Radiology, 1932, xviii, 542. 

Adequate surgical therapy of thyrotoxicosis con- 
sists in the removal of all but from 2 to 4 gm. of thy- 
roid tissue. 

Of 1,235 patients subjected to the radical opera- 
tion for thyrotoxicosis, 1,096 were followed for from 
one to more than five years. Of the latter, 1,057 
(96 per cent) were completely relieved, as evidenced 
by a normal basal metabolic rate. Of the remaining 
39 patients, 23 consented to re-operation, and of the 
latter, 21 were cured. A successful result was there- 
fore obtained ultimately in 98.4 per cent. ‘The mor 
tality in the 1,235 cases was o.89 per cent. This 
compares favorably with the mortality of X-ray 
treatment when the higher late mortality of the lat- 
ter is considered. Leo M. Zimmerman, M.D. 


Schmidt, H.: Methods of Inducing Anzsthesia 
for, and the Mortality of, Operation for Base- 
dow’s Disease (Anacsthesiemethode und Mortali 
taet bei Basedow-Operationen). Arch. f. klin. Chir., 
1931, clxvii, 107. 

In Basedow’s disease the psychic excitation, the 
thyrotoxic injury of the viscera, and the strain placed 
upon the circulation by the increase in the circulat- 
ing blood must be considered. ‘The indication for the 
diminution of pain is based upon these conditions. 
During the past eight years the Hamburg clinic has 
given up local anawsthesia, which they had used 
previously for many years, because of the conviction 
that the psychic trauma of an operation performed 


under local anesthesia is a greater strain upon the 
agitated patient than a carefully conducted narcosis. 
Since 1925, 80 per cent of the operations for Base- 
dow’s disease have been done under gas anesthesia. 
The anesthetic preferred is nitrous oxide, which is 
odorless and free from the danger of explosion. Gas 
anesthesia combines a strong psychic protective 
action with a possible very slight somatic harm. 
Great care must be taken to prevent injuries of the 
viscera (liver, pancreas, and kidneys) in Basedow’s 
disease. Avertin is used in only a small, well-chosen 
group of cases. 

In 248 cases operated upon in the past five years 
there were 12 deaths, a mortality of 4.8 per cent. 
The statistics for the private clinic were consider- 
ably better, the mortality being only 2.6 per cent. 
Statistics for 1921 based on 280 operations showed 16 
deaths, a mortality of 5.3 per cent. A distinction is 
made between deaths due to the operation, typical 
Basedow deaths resulting from excitation, deaths 
due to thyrotoxic myocarditis, those due to de- 
generative changes occurring in the liver, kidneys, 
and pancreas, and those due to accident and failure 
of the operation. 

Because of the rule of the clinic not to reject any 
operative cases, there will always be a certain 
number of specific deaths which neither iodine nor 
anesthesia will change to any extent. Therefore the 
view that operation for Basedow’s disease has been 
freed from all danger cannot be accepted. In the 
cases of all except 1 of the patients who died, a 
1-stage, bilateral subtotal resection was performed. 
The so-called postoperative reaction is usually al- 


ready quite definite at the time of the operation. It 
is the result of psychic shock and not the consequence 
of an increase or decrease of the endocrine secretions 


in the blood. H. Scumipt (Z). 
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Williams, A. H.: X-Ray Treatment in Goiter III- 
ness, with Results Reported and Comments 
Made on 200 Individually Controlled Cases. 
Radiology, 1932, xviii, 553. 

There is a great divergence of opinion regarding 
all phases of hyperthyroidism. Although the exact 
cause of hyperthyroidism is unknown, the condition 
is probably the result of excessive or altered secre 
tion of the thyroid cells. Treatment inhibiting or 
destroying the cells is curative. Surgery and irradia 
tion exert such an effect. 

The author reports the results of X-ray treatment 
in 200 cases of thyroid conditions including hyper 
thyroidism, toxic goiter, and exophthalmic goiter. 
An average of 10 treatments was given in three and 
a half months. One hundred and sixty-one (S8o.; 
per cent) of the patients were definitely cured and 2; 
(13.5 per cent) benefited. Eight recurrences devel 
oped after a year. Leo M. Zimmerman, M.D. 


Tucker, G.: Early Intrinsic Cancer of the Larynx, 
Diagnosis and Treatment: Observations on 
Laryngofissure as a Method of Treatment in « 
Series of Cases. Ann. Otol., Rhinol. & Laryngol., 
1932, xli, 36. 

The author urges that in cases of laryngeal lesions 
direct laryngoscopy and biopsy be performed as 
early as possible in addition to the routine and 
mirror examinations. He reports the results of 
laryngofissure in thirty cases of early intrinsic 
cancer of the larynx and describes the technique oi 
the procedure. He states that anterior intrinsic 
cancer of the larynx is amenable to cure by laryngo- 
fissure and the latter procedure will save the larynx 
as well as the patient’s life. A large percentage o/ 
cancers of the larynx are of the anterior intrinsic 
type. NATHAN N. Croan, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Wortis, S. B., Stevenson, L. D., Friedman, E. D., 
and Kennedy, F.: Head Injuries; Effects and 
Their Appraisal. I. Experimental Studies of 
Induced Convulsions and Ventricular Distor- 
tion in the Cat. II. The Réle of the Microglia. 
III. Encephalographic Observations. IV. Eval- 
uation of Evidence. Arch. Neurol. & Psychiat., 
1932, XXvli, 776, 784, 791, 811. 

Wonrtis, in reviewing the literature on the effects 
of head injuries, cites experiments carried out on 
rabbits by Brown-Séquard in 1851 in which various 
parts of the central nervous system were trauma- 
tized. Convulsions were induced by lesions of the 
medulla, cord, peduncles, and quadrigeminal bodies. 
Contralateral convulsions followed cerebral lesions. 
In 1925 Dandy and Elman concluded that injury to 
the motor cortex causes greater sensitization to mo- 
tor convulsive phenomena than lesions of other cor- 
tical areas. Recent work has shown that the forma- 
tion of a cerebral cicatrix and ventricular distortions 
are related to posttraumatic phenomena and has 
resulted in a method of surgical treatment for trau- 
matic epilepsy. 

In the experimental work reported by Wortis the 
brains of cats were traumatized by laceration after 
trephination and by fracturing the skull over the 
left frontoparietal region. Convulsions were pro- 
duced at intervals after the injury by increasing 
quantities of a standardized solution of camphor 
monobromide injected into the femoral vein. 

Pathological examination showed three types of 
gross cerebral lesion: 

1. Meningocerebral adhesions, which evidently 
varied with the amount of injured cerebral tissue 
left behind. 

2. A contracting cerebral cicatrix with an over- 
growth of microglia cells early and fibroblasts and 
collagen fibers later. 

3. Ventricular distortions, the entire ventricular 
system being pulled toward the side of the lesion. 
This distortion was frequently accompanied by a 
dilatation of the entire system, and especially the 
lirst, second, and third ventricles, which was more 
marked on the side of the lesion than on the other 
side. In the ventricular shift produced by external 
foreign bodies the ventricle on the side of the lesion 
was slightly collapsed and pushed toward the oppo- 
a “4 and the contralateral ventricle was usually 

lated. 


Head trauma resulting in the escape of blood into 
the cerebrospinal fluid often gave rise to mild bi- 
lateral ventricular dilatation in the absence of grossly 
demonstrable meningocerebral adhesions or a cere- 
bral scar. Aseptic laceration of the brain and head 
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trauma resulting in fracture of the skull increased 
the animal’s sensitiveness to a standard convulsant 
over the period of observation. 

STEVENSON, in discussing the role of microglia, 
states that after injury to the brain the microglia 
cells undergo a change that is the reverse of the 
changes which occur during their development. The 
characteristic long, thin processes become swollen 
and shorter, and the cell body becomes larger and 
rounder. The cells become actively motile and 
phagocytic and move to the site of injury, multiply- 
ing on the way by mitosis. They devour the broken 
down brain tissue, become loaded with fatty sub- 
stances, and move to the blood vessels of the contigu- 
ous areas. They can be demonstrated as fat granu- 
lar corpuscles with any fat stain. The process of 
devouring brain tissue may be more extensive than 
is necessary. The ventricle on the injured side may 
be pulled over by adhesions and contractions of the 
scar, but it seems also that this loss of substance, 
represented by the increase in the size of the ven- 
tricle, is due to the phagocytic action of the mi- 
croglia. 

From the pathological specimens studied it seems 
that injury to the brain is likely to be more extensive 
than is at first apparent. The development of symp- 
toms after injury, often attributed to neurosis or a 
desire for compensation, may well be the result of 
the phagocytic action of the microglia cells with the 
resulting changes. A roentgen examination of the 
skull and encephalograms are indicated before such 
symptoms are attributed to a neurosis. The sugges- 
tion is made that it might be better to operate in 
more cases of brain injury, removing damaged brain 
tissue and thereby diminishing the phagocytic and 
scarring processes. 

FRIEDMAN records encephalographic observations 
in sixteen cases of head injury and includes encepha- 
lograms in his report. In all but one case the en- 
cephalograms showed definite changes consisting of 
dilatation of the ventricles, accumulations of air on 
the convexity of the brain, and migration of the 
ventricular system toward the side of the lesion. 
These abnormal findings suggest an organic basis for 
some of the symptoms of the posttraumatic state. 

In cases of skull injury there may be all grades of 
hemorrhage from punctate bleedings up to gross 
extravasations. 

The symptoms of the posttraumatic state may be 
general or focal. The symptoms of the general syn- 
drome are more or less identical with those observed 
in arteriosclerosis of the cerebral vessels. Vestibular 
tests of injured persons often show increased irrita- 
bility of the labyrinths with pronounced reactions to 
caloric tests, indicating a lowered threshold for all 
stimuli. 
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There is no essential difference between encepha- 
lograms in cases of skull injury and those in degen- 
erative disease of the brain or in idiopathic epilepsy 
of some duration, which is now believed to be of 
angiospastic origin. 

Normally, the upper outer pole of the anterior 
horn of the lateral ventricle is sharply pointed. This 
configuration is retained even in the presence of a 
brain tumor. The first objective evidence of internal 
hydrocephalus consists of a blunting and rounding 
out of the upper outer pole of the lateral ventricle, 
whether the hydrocephalus is of obstructive origin 
or the result of scarring. 

KENNEDY, in discussing the evaluation of evi- 
dence, states that scarring produces brain deformity, 
but such deformity does not necessarily cause abnor- 
mal function. Complete symmetry of the ventricles 
cannot be postulated as constant before injury. 
Variations in the technique of encephalography re- 
sult in abnormal pictures. A uniform technique 
must be employed and previous brain injury ex- 
cluded before any conclusion is reached. If distor- 
tion is discovered the examiner must decide whether 
it is sufficient to produce the symptoms. The symp- 
toms are often vague and generalized. Clinical 
judgment based upon a consideration of all factors 
cannot be replaced entirely by encephalography. 

The histopathological work of Foerster and Pen- 
field, the experimental work of Bagley, Wortis, and 
Dandy, and the varied results of gunshot wounds 
and skull fractures indicate that the minimal requi- 
site for immediate or subsequent convulsions is lac- 
eration and scarring of the brain or the presence of 
blood in the subarachnoid space. The type of fit 
varies with the part of the brain affected. Petit mal 
is a change in consciousness due to a frontal dis- 
order and is rare after injury. Complex visual, audi- 
tory, and psychic hallucinations result from lesions 
in the témporosphenoidal lobes, and gross color fits 
from a disorder in the occipital poles. The great fit 
is due to involvement of the entire cortex. Nar- 
colepsy and catalepsy have not been observed fol- 
lowing head injury, but psychic equivalents are not 
uncommon. Subjective symptoms —the postcon- 
cussion syndrome” or posttraumatic general cere- 
bral syndrome’’—are not easy to appraise correctly. 
The usual complaints are headache, which is rarely 
localized, and dizziness, especially on stooping. 
These are often made worse by small amounts of 
sedatives and by *‘ constipation,” and can sometimes 
be relieved by small amounts of sedatives. 

A severe injury followed immediately by mani- 
festations which persist and the later discovery of 
ventricular distortion are signs of localized menin- 
gitic change sufficient to produce residual symptoms. 

Few patients with head injuries, including skull 
fractures, return with any complaint. Suggestion 
plays a major part in mental life, and fear can be 
increased by a gloomy medical prognosis, an acquisi- 
tive legal opinion, or a solicitous relative. 

The criteria of head injury suflicient to produce 
organic change are: 
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t. Absolute criteria: (a) roentgen evidence o/ 
skull fracture; (b) bloody spinal fluid; (c) bleeding 
from orifices, especially the ears; and (d) focal cere 
bral palsies. 

2. Presumptive criteria (in order of importance); 
(a) convulsive states proved to be posttraumatic: 
(b) ventricular distortion proved to be posttrau 
matic; (c) a history of prolonged unconsciousness: 
and (d) a history of adequate trauma, especiall\ 
with vomiting following the injury. 

All but 2a and 2b can be determined with accu 
racy. Convulsive states not readily apparent ma\ 
be provoked by cocaine or hyperventilation. Head 
ache and dizziness are most difficult to evaluate. |) 
they persist for more than four months in a man un 
der sixty years of age in the absence of the first seve 
criteria of brain injury mentioned they are to be re 
garded as suggested neuroses not founded on struc 
tural change. 

In the discussion of this report, PENFIELD (Mon 
treal) states that true posttraumatic headache is de 
scribed as being always in the same place. It is 
usually worse at some particular time in the day ani 
is accompanied by a characteristic type of dizziness 
which comes on any time and lasts for from one to 
ten minutes. If walking, the patient is obliged to 
stop and wait. The headache is sometimes describe| 
as a darkness, and may seem to the patient to be 
visual. In some cases it can be completely abolishe«! 
by the spinal insufflation of air. 

In encephalography the best plate is obtained wit} 
the patient on his back with the brow up. Onc 
plate should be taken at the beginning and another 
at the end of the procedure. One plate shows the 
anterior horns spread out wide, and the other the 
typical butterfly shape of the body. If oxygen i- 
used instead of air there is less headache following 
the injection and the gas is absorbed more quick] 

E. S. Piatt, M.D. 


Riddoch, G., Jefferson, G., Russell, R., Ross, J. P.. 
and Others: Discussion on the Diagnosis and 
Treatment of Acute Head Injuries. 7’ 
Roy. Soc. Med., Lond., 1932, xxv, 


Rippocu stated that the effects of acute head 
injuries are due to cerebral concussion and contusio! 
The latter, which is far the more frequent, may 0° 
may not be accompanied by laceration. 

According to Trotter, concussion is a conditio! 
of widespread paralysis of the functions of the brai:: 
which comes on as the immediate consequence o' 
a blow on the head, has a strong tendency towar:! 
spontaneous recovery, and is not necessarily asso 
ciated with any gross organic change in the brai: 
structure. 

The recognition of concussion is not diflicu!! 
except in the acute stage when complications suc!) 
as contusion, laceration, and hemorrhage are pre- 
ent. Damage to the brain or the occurrence of extri 
cerebral hemorrhage is evident if recovery of co! 
sciousness is delayed, if the stage of reaction |- 
delayed more than a day or so, if stupor or com: 


recurs after consciousness has been regained par- 
tially or completely, if local paralysis is present, 
or if blood is found in the cerebrospinal fluid. The 
subsequent histories of patients who have survived 
concussion must compel clinicians to doubt whether 
recovery ever occurs in any but the mild or mod- 
erately severe cases of injury without organic 
damage of the brain. Even in the latter it does not 
always result. 

Local cerebral contusion may be produced by a 
blow on the vault that gives rise to only mild con- 
cussion in which the patient is merely dazed for a 
brief period. On the other hand, severe concussion, 
especially when its severity is indicated by fixed 
pupils and bulbar signs, is almost invariably as- 
sociated with multiple contusions throughout the 
brain. In the presence of multiple contusions un- 
consciousness is prolonged and recovery from it is 
delaved probably by oedema around the areas of 
contusion, After an initial phase of collapse, which 
may last several minutes or hours, the patient 
more or less regains consciousness, but is irritable 
and drowsy during the day and often delirious or 
even maniacal during the night. He resents inter- 
ference, lies curled up in bed with his eyes turned 
away from the light, and, especially if disturbed, 
complains of a severe throbbing headache. Nausea 
and vomiting may occur, the temperature is often 
slightly raised, and the pulse is full and bounding. 
This condition usually reaches its height within 
about two days after the injury and may then per- 
sist unabated for several days longer. Thereafter, 
as a rule, most of the more acute symptoms, such as 
fever, delirium, and photophobia, disappear, but an 
abnormal state of health often persists for an in- 
definite period. The most common symptoms of 
contusion which were formerly considered neurotic 
are headache, giddiness, irritability, nervousness, 
defective memory and power of concentration, 
fatiguability, lack of interest and initiative, and 
sleeplessness. The headache may be due to intra- 
cranial and intraspinal hypertension or hypocension. 
That due to hypertension is a severe aching, burst- 
ing, throbbing, or shooting pain which is brought 
on by emotional disturbance, bright light, and 
effort such as reading, listening attentively, hur- 
rving, straining at stool, coughing, or sneezing. 
It is aggravated when the patient lies down for 
any length of time and diminished when he rises. 
The headache due to hypotension is decreased when 
the patient lies down and increased when he rises. 

Focal signs of cerebral contusion are not so un- 
common as was formerly supposed. The defects 
may be pupillary, otitic, or olfactory. Occasionally 
pyramidal tract injury and sensory defects can be 
detected. Pupillary abnormalities are usually due 
to lesions in the mid-brain. They consist of irregu- 
larity, eccentricity, and impairment of reflex re- 
actions. Other ocular signs sometimes noted are 
diplopia, squint, and weakness of conjugate move- 
ment of the eves. Mesencephalic signs are not un- 
common in the early stages of severe head injuries, 
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Convulsions 
may occur during the acute stage of head injury, 
but this does not necessarily mean that they will 
occur later on. 
JEFFERSON that 
with general cerebral contusion are not so wide- 


but many of them disappear rapidly. 


hemorrhages associated 


spread as is generally believed. ‘They are usually 
quite limited in their distribution, notably to the 
poles of the brain and the vicinity of any laceration 
present. They may occur also in the brain stem. 
Histologically, the punctate and larger haemor- 
rhages indicate damage to the projection and associa - 
tion tracts. The nearby perivascular sheaths are 
infiltrated with blood. The hemorrhages at the 
poles of the brain may lead to definite neurological 
syndromes. Contusion of the frontal poles may 
cause anosmia, and temporal lobe injury may pro- 
duce visual field defects. 

The cerebrospinal fluid is of importance in cranial 
trauma. The increased weight of the brain, the 
diminution in the size of the ventricles, and the 
water-logged stroma of the choroid plexuses in- 
dicate the presence of cedema. However the brain 
is not always “wet” after injury; in some cases it 
is “dry.” This may be due to damage of the choroid 
plexus and the arachnoid tufts. In many cases the 
sudden displacement of the cerebrospinal fluid in 
head trauma causes neural disruption. In such 
cases, treatment by the intravenous administra- 
tion of hypertonic solutions does not afford relief 
because after the oedema has been absorbed the 
neural damage remains. 

Treatment by dehydration should be given only 
in cases in which the cerebrospinal fluid pressure 
has been found high by manometric determinations. 

RUSSELL reported the findings of a clinical study 
of 200 cases of head injury. He presented tables 
showing the duration of the loss of consciousness, 
the approximate duration of retrograde amnesia, 
the plantar response, the cerebrospinal fluid pres 
sure, and the presence of blood in the cerebrospinal 
fluid, and discusses several clinical signs often found 
following head trauma. Davin J. IMpastvro, M.D. 


Elsberg, C. A.: The Meningeal Fibroblastomata on 
the Undersurface of the Temporal Lobe and 
Their Surgical Treatment. Bul/. Neurol. 
New Vork, 1932, ii, 05. 

This article is a report on the author's collection 
of fifteen meningeal fibroblastomata arising from 
the dura of the floor of the middle cranial fossa and 
impinging upon the overlying temporal lobe. In 
May, 1931, this group made up 14.7 per cent of 
his total collection of meningeal fibroblastomata. 

The growths were usually large, weighing from 
50 to 150 gm., and the dural attachment was fre- 
quently broad. If this attachment was in the region 
of the foramen spinosum, the middle meningeal 
artery was found enlarged and to supply much 
blood to the tumor. Most of the vessels which en- 


tered the tumors from the cerebral bed in which they 
lay were derived from the posterior cerebral artery, 


but if the attachment is to the sphenoid ridge large 
branches of the middle cerebral artery may also 
enter the tumor. The largest vessels are usually 
found on the posterior and mesial portions of the 
cerebral bed. The vessels in the bed are apt to be 
torn if an attempt is made to tilt out the tumor 
before they have been ligated or dissected from the 
capsule. 

The neurological disturbances are not com- 
mensurate with the size of the tumor. The most 
persistent presenting symptom is generalized con- 
vulsive seizures. Seizures occurred in twelve of the 
fifteen cases reviewed, and in nine of the twelve the 
convulsions were generalized. Nine of the fifteen 
patients showed no appreciable difference in muscle 
strength or the reflexes on the two sides. Preliminary 
ventriculograms were therefore necessary. The most 
frequent sign of localizing value was the presence 
of marked contralateral facial weakness involving 
even the upper facial muscles. The author believes 
that this very marked weakness involving the upper 
as well as the lower voluntary musculature of facial 
expression is especially characteristic of temporal 
growths. He refers to it as a “‘temporal type of 
facial weakness.” 

Visual field defects were infrequent, as would be 
expected from the site of the growth, and papil- 
loedema was not marked. In nine of the cases there 
was a tendency toward horizontal nystagmus on 
extreme lateral rotation. In four of the nine cases 
the nystagmus occurred when the patient looked 
to either side; in four, when he looked away from the 
side of the lesion; and in one, when he looked toward 
the side of the lesion. Visual hallucinations occurred 
in two cases. 

Aphasia was a late sign, but slight mental de- 
terioration was common. 

In nine of thirteen cases examined roentgeno- 
logically the only sign of pressure was atrophy of 
the floor or posterior clinoid process of the sella 
turcica. 

The author describes the syndrome due to basilar 
middle fossa meningeal fibroblastomata as follows: 

“An adult who gives no history of a trauma to 
the head or of a preceding intracranial disease has 
had for several years attacks of unconsciousness or 
of generalized convulsions for which no adequate 
explanation is found. After several years the pa- 
tient begins to suffer from attacks of headache and 
slight personality changes. When the patient is 
examined, few signs of localizing value are elicited. 
There is a papilloedema or the disks are pale, and a 
questionable or slightly marked weakness of the 
muscles of one side of the face, supranuclear or 
‘temporal’ in type. The movements of the eyeballs 
are not disturbed excepting that on lateral gaze a 
true nystagmus or nystagmoid movements of the 
eyeballs are observed. The nystagmus may be to 
both sides or only to the same side as that of the 
slight facial weakness. There are no signs of cerebel- 
lar disturbance, and the vestibular tests fail to show 
any interference with the functions of the pathways. 
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On roentgenological examination of the skull there 
is found an atrophy of the sella which involves 
especially the floor and the posterior clinoid processes. 
and perhaps some increase in the convolutiona| 
markings as an evidence of increased intracrania| 
pressure.” 

Elsberg describes the various methods of approac}) 
to the tumor. If the neoplasm is approached bh 
separating the dura from the floor of the middle foss: 
it is helpful to plug the foramen spinosum. It i; 
safer to excavate the center of the tumor before 
attempting removal of its outer layers. The autho) 
always attempts removal of the dura to which the 
growth is attached or at least treatment of thi- 
dura with the electric cautery or Zenker’s solution 
Eric OLDBERG, M.D. 


Van Nouhuys, F.: The Anatomy of the Gasserizn 
Ganglion: Its Relation to Tic Doulcureus. 
Arch. Surg., 1932, XXiv, 451. 


The author studied the structure of thirty-eigh: 
specimens of the gasserian ganglion and sensor\ 
roots. He was unable to substantiate Frazier’s con 
cept that the sensory root of the fifth nerve is com 
posed of three parts which correspond to the three 
peripheral branches from the gasserian ganglion. |) 
hardly any of the sensory roots did the bundles run 
parallel with little interchange of fibers. On the 
contrary, there were, as a rule, many anastomosin: 
and interlacing fibers. The ramifications and anas 
tomoses were most numerous at the hilus of the 
ganglion where in some cases there was a networ!: 
of fibers such as might be described as a plexus. 

Van Nouhuys concludes that if the pain is carric:! 
by bundles having a definite location the operatio: 
of partial section of the sensory root is not based o» 
anatomical facts and therefore cannot be regarde:| 
as an absolutely reliable procedure. 

HALE Haven, M.D. 


SPINAL CORD AND ITS COVERINGS 


Schaeffer: The Operative Treatment of Syringo- 
myelia (Le traitement opératoire de la syringom): 
lie). Presse méd., Par., 1932, xl, 379. 

In the last thirty years the treatment of syringy 
myelia has made great progress. Radiotherapy hi- 
improved the prognosis in most cases, but its tota| 
and partial failure in some has led neurologic: 
surgeons to propose puncture of the intramedullar: 
cavities and drainage of these cavities into the sul) 
arachnoid space. In all, about forty-five cases treatu:! 
in this way have been reported. Elsberg reporte:'! 
good results from such treatment in 1916. Poussc)) 
reported two cases in 1923 and three cases later ') 
which the operation was followed by improvemei'. 
His fifth case was followed for four years. Sicar! 
and Van Gehuchten each reported one case. !:1 
1927 Jirasek operated in four cases, obtaining in: 
provement of varying degree. In the case of a man 
twenty-three years old who was operated upon |) 
Zéno and Cames after radiotherapy had failed, the 


iibrillary contractions and trophic disturbances dis- 
appeared. Oppel reported six cases in which the 
results varied, but the time of observation after 
the operation in these cases ranged only from two 
to seven weeks. Foerster reported a case which he 
followed for two years after operation. Guleke, 
in 1929, and Elmer, in 1930, each reported a case 
in which the condition remained stationary five 
months after the operation. Juzelewski gave a short 
résumé of fifteen cases in which he had operated. 
Heymann reported a surgically treated case in 
1930. Putnam reported two cases, Peiper (1931) 
four, and Frazier, Kappis, and Cooper one each. 

In an appreciable number of cases—those of 
Poussep and Sicard and one each reported by Oppel, 
Foerster, and Peiper—the patients were greatly 
benefited. More frequently, the improvement was 
less marked or only partial. Often it was noted 
within a few days and then increased slowly. The 
return of muscular strength has often been reported. 
This was generally late and very gradual. It was 
frequently noted in the upper limbs. The spasmodic 
paresis of the lower limbs and associated functional 
impotence were sometimes favorablv influenced, and 
the pyramidal signs were lessened. The fibrillary 
contractions in the atrophied muscles seemed to 
disappear without any change in the amyotrophy. 

Disturbances of sensibility were influenced by the 
operation more quickly and perhaps more frequently 
than the motility disturbances. Trophic disturbances 
were much improved. In some cases sphincter dis- 
turbances disappeared after the operation, but the 
Claude Bernard-Horner syndrome was not modified. 

In some cases the symptoms showed no change; 
in others, some of the disturbances were decreased 
and others were aggravated; and in still others, 
new troubles appeared. In some patients the entire 
condition seemed worse after the operation. 

The majority of neurological surgeons determine 
the level of operation from the clinical signs. Sy- 
ringomyelia generally occurs in the cervicodorsal 
region. Therefore it is usually at this level that the 
operation is performed. Endomyelography gives 
information as to the site of the medullary cavity. 
Roentgenography with the use of lipiodol will reveal 
the maximum lesion if the cord is sufficiently in- 
creased in size. The Queckenstedt-Stookey test 
may show a partial blocking and the approximate 
site of the most dilated part of the cavity. 

In most cases the posterior route has been used. 
Frazier states that the incision should be made 
where there is least danger of injuring healthy 
medullary tissue. ‘The lateral route has also been 
employed. To assure permanent drainage between 
the intramedullary cavity and the subarachnoid 
space, Oppel inserts a fragment of dura mater 
between the lips of the wound, Kirschner uses a 
fragment of muscle, and Frazier employs gutta 
percha. 

Whatever their mechanism, the symptoms due 
to sensory and motor incoordination, although they 
are not very frequent and often improve, constitute 
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the most troublesome complication of the oper- 
ation. 

It is probable that in the majority of cases there 
is hypertension of the spinal fluid. However, this 
is not constant. The hypertension probably acts 
through the mechanical disturbances it causes. 
However, in Sicard’s case, in which hypertension 
was absent, the condition was improved, and ob- 
servations in other cases also indicate that the drain- 
age acts not only by equalizing the pressure on the 
external and internal walls of the syringomyelia 
cavities but also in other ways of which we are still 
ignorant. 

Schaeffer is of the opinion that every case of 
syringomyelia should be treated first and as early 
as possible by irradiation. If, after a few months, 
considerable improvement has not been obtained 
and roentgenograms made with lipiodol show a 
partial blocking, operation may be _ performed. 
Operation sometimes proves beneficial even when 
the symptoms have been present for several years, 
but in some cases will cause no improvement. 
PACE. 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Fourth Installment. J. Surg., 1932, 
xvi, 139. 

In the fourth installment of their monograph on 
peripheral nerve injuries the authors consider first 
the pathology of such lesions. In the interpretation 
of the pathological picture presented by a peripheral 
nerve lesion they consider it necessary to take into 
account not only the associated lesions in the soft 
tissues, bones, tendons, and blood vessels, and the 
presence or absence of infection, but also changes 
that may ultimately result from the nerve injury, 
such as atrophy of muscles, fibrotic changes in 
joints, and trophic disturbances of the skin. 

The pathological changes in the peripheral nerves 
following various types of injury are described in 
detail. The morbid changes in the surrounding 
structures due to the injury and the changes in the 
tissues due to the lesion of the nerve are considered. 
The latter are described in detail and the mecha- 
nisms operating in their development are discussed. 
The authors consider also the pathology of the 
neoplastic lesions peculiar to peripheral nerves. 

The literature on the histopathology of nerve de- 
generation and regeneration is reviewed. One 
chapter is devoted to the histological changes ob- 
served in these processes. ‘The authors consider the 
surgical treatment of injuries to the peripheral 
nerves dependent entirely upon a clear understand- 
ing of the histopathological changes produced in the 
neuromuscular system by the complete anatomical 
or physiological separation of a nerve fiber from its 
cell of origin. 

A very complete discussion of the indications for 
surgical treatment in injuries of the peripheral 
nerves is given. The authors emphasize the im- 
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portance of early diagnosis of the severity of the 
lesion. The difficulty at times encountered in dif- 
ferentiating a complete loss of function due to an 
anatomical interruption from loss of function due to 
a physiological interruption of nerve fibers is con- 
sidered. In the presence of a complete nerve inter- 
ruption without evidence as to whether or not 
anatomical severance has occurred it is the authors’ 
practice to wait for from three to five months, de- 
pending on the nerve involved, for evidences of 
recovery before treating the injury as an anatomical 
section. During this time the muscles are kept in 
good condition by physiotherapeutic methods and 
repeated careful examinations are made for signs of 
regeneration. When there are definite evidences of 
anatomical severance, repair should be done im- 
mediately. Practically, the authors believe that the 
same principles apply to partial lesions. They em- 
phasize, however, that partial lesions must be 
studied especially carefully as attempts at their 
surgical repair may be followed by more loss of 
function than was present originally. 
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An aseptic field is considered absolutely essential! 
for a successful result in nerve repair. In primary 
wounds of a clean type, primary suture may be done 
with fair chances of a good result. If infection oc- 
curs, the ends are in apposition so that at a later 
date a secondary resection and suture may be donc 
if necessary. For the cases of patients presentiny 
themselves with healed wounds which have been 
previously infected, the authors advise delaying thc 
secondary suture until the dangers of recrudescencc: 
of the infection are minimal. 

The authors next discuss the methods of peripheri! 
nerve repair which have been suggested to date 
They consider them all alternative to direct end-tu 
end suture of the nerve ends. However, they revie. 
the results reported from the use of each. The 
method of first choice in clinical practice is end-to- 
end suture. The procedures giving the next best 
results are nerve crossing and nerve transplantation. 
Nerve flaps, nerve implantation, tubular sutures, ani 
sutures at a distance should be abandoned as their 
clinical results are poor. Hate Haven, M.D. 


CHEST WALL AND BREAST 


Adair, F. E.: The Treatment of Metastatic and 
Inoperable Mammary Cancer, with a Discus- 
sion of Certain Distinct Types of Metastasis. 
Am. J. Roentgenol., 1932, XXvil, 517. 


Adair attempts to evaluate the various methods 
of treating primarily inoperable, recurrent in- 
operable, and metastatic carcinomata of the breast. 

Metastases to the axilla are extremely important 
from the standpoint of cure. ‘Their treatment with 
radium is difficult because: (1) radiosensitivity de- 
pends upon the blood supply of the tumor bed and 
the axilla is filled with fat which has a poor blood 
supply; (2) the axilla contains unusually large ves- 
sels; and (3) the site to be irradiated is close to the 
brachial plexus. 

In cases with axillary involvement Adair has been 
using bare tubes and gold seeds of radium in the 
axilla at the time of operation. A row of seeds 1 cm. 
apart is placed along the axillary vein, beginning 
near the sternoclavicular junction and no closer 
than 5 cm. to the vein. Another row is introduced 
across the axilla superficially in the intercostal 
muscle. These act as barriers against upward ex- 
tension into the supraclavicular space. 

It is difficult to introduce radon seeds into the 
axilla without opening it. With the use of anesthesia 
and with the arm held at exactly a right angle, an 
assistant presses the axillary vein upward as it 
crosses the arm. Through a small incision in the 
midaxillary line the radon seeds may then be intro- 
duced into the axilla in a fairly accurate manner 
with little danger of injuring the axillary vein, this 
being held out of the way by the assistant’s finger. 

Adair is of the opinion that the axilla will not with- 
stand a ro to 12 skin-erythema dose received by 
the breast. He always supplements interstitial ir- 
radiation with high-voltage X-ray irradiation. By 
using 5 portals, as suggested by Duffy, for the X-ray 
treatment and giving interstitial irradiation also it 
is possible to diffuse a 600 to 700 per cent skin- 
erythema dose in the axilla without causing serious 
damage to the brachial plexus. The author prefers 
small radium seeds to radium emanation because the 
latter is much more apt to produce an intractable 
neuritis. 

There are 3 types of supraclavicular metastases. 
The most common is a single node located in the 
lateral portion of the supraclavicular space which 
progresses very slowly. As the clavicle has almost 
no covering of fat between it and the skin, it is 
poorly protected against irradiation. However, the 
author has never seen injury of the clavicle in cases 
in which a high-voltage roentgen-ray cycle was 
given before operation, another a month after opera- 
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tion, a third at the end of three months, and a fourth 
from four to five months later. Another type of 
supraclavicular involvement consists of direct ex- 
tension of the axillary disease up to the tip of the 
mastoid. ‘This is frequently associated with symp- 
toms of posterior auricular neuralgia due to pressure 
on the postauricular nerves and invariably occurs 
in cases of rapidly growing carcinoma. External 
irradiation is of value for relief of the pain, but be- 
cause of the highly malignant character of the con- 
dition it cannot effect a cure. The third type of 
supraclavicular metastasis, which is uncommon, 
consists of involvement of several large discrete 
nodes. As a rule these may be treated successfully 
by external irradiation and by interstitial irradia- 
tion with radon seeds. 

Among the approximately 550 cases of cancer of 
the breast which are seen each year in the breast 
clinic of the Memorial Hospital, New York, there are 
from 2 to 4 with carcinomatous invasion of the 
brachial plexus. These present a rather typical 
clinical picture which is characterized by intense 
pain, atrophy of the hand and arm, increasing 
paralysis of the hand muscles, a dusky discoloration 
of the hand, and elevation of the affected shoulder. 
Frequently there is also marked atrophy of the 
thumb and interosseous muscles. ‘These cases are 
therapeutic problems because of the danger of pro- 
ducing neuritis if irradiation is used. In several 
instances chordotomy has been performed with 
successful results. 

Parasternal metastases occur not infrequently, 
but are easily controlled by proper irradiation. 
Surgical removal is out of the question. In 6 of to 
cases the local lesion was cured by 1 radium pack 
of 1,500 me.-hrs. followed by 1 high-voltage roentgen 
treatment. In the 4 other cases it was necessary to 
repeat the dose. 

The treatment of osseous metastases is not so hope- 
less as was formerly thought. Adair believes that a 
great deal can be accomplished by careful irradia- 
tion, skeletal support, and the administration of 
drugs such as ergosterol. cod liver oil, and calcium 
lactate. 

Metastases to the spine are of 2 types, those in 
which numerous foci are scattered throughout the 
vertebral column, and those in which a single metas- 
tasis occurs in 1 vertebra. Of importance especially 
in the latter group is support of the spine by a 
splint. 

Adair believes that the pelvis is the second most 
frequent site of metastasis. Metastasis to the pelvis 
in the region of the hip joint produces symptoms 
ranging from vague discomfort in the joint to radiat- 
ing pains in the thighs. The metastases are of 2 
types, those of one type consisting of solitary, 


118 


irregular destructive lesions and those of Yhe other 
type being multiple. Adair believes that when a 
patient with carcinoma of the breast complains of 
symptoms suggestive of metastasis to the spine or 
pelvis, external irradiation should be given over the 
suspected area even if roentgenograms fail to reveal 
the lesion. ALTON OcHSNER, M.D. 


Lee, B. J.: Interstitial Irradiation of Mammary 
Cancer with Special Reference to Measured 
Tissue Dosage. Am. J. Roentgenol., 1932, xxvii, 547. 


The author reports a study made in forty-one 
cases of cancer of the breast which were treated 
with measured doses of interstitial gold radon seeds 
either alone or in combination with some form of 
external irradiation. In thirty, the neoplasm was 
of the primarily operable type, and in eleven it was 
inoperable. 

The object of the study was to ascertain the 
minimum dose necessary to devitalize mammary 
cancer completely, to determine whether or not this 
technique would be an advantageous routine meas- 
ure, and to discover the limitations of, and contra- 
indications to, the method. 

Eight patients with primarily inoperable lesions 
and four with inoperable lesions were treated by 
interstitial irradiation alone, and the remaining 
twenty-nine by a combination of interstitial and 
external irradiation. 

It is considered best to use the external irradia- 
tion before the interstitial treatment. A careful 
analysis of twenty-two cases revealed no distinguish- 
able difference whether the external irradiation was 


given with the X-rays alone or combined with the 
radium pack. The X-ray treatment requires eight 
days and the pack treatment ten days. The intersti- 
tial radon was implanted ten days after the external 


treatment had been completed. The author de- 
scribes the preparation, introduction, and distribu- 
tion of the implants in the tumor. ‘The incidence of 
faulty implantation was surprisingly low. It is 
thought that the small amount of oozing which 
attended the implantation may result in dissemina- 
tion and rapid metastasis of the disease, but no 
evidence of such an effect has been observed to 
date. 

It is difficult to irradiate the entire axilla properly. 
In the cases reviewed the axillary dosage varied from 
16 to 29 me. and averaged from 24 to 28 mc. In ten 
cases operation furnished pathological material for a 
study of this phase of the disease. The author be- 
lieves that implantation in the axilla is probably 
ineffective. In one case a severe neuritis of the 
brachial plexus developed following the use of seven 
implants carrying a total of 21 mc., and in spite of 
operative and other measures, has persisted over a 
period of nine months. 

As the radiosensitivity of carcinoma of the breast 
varies widely, it is thought best to use the dosage 
which will care for the most radioresistant type and 
to restrict seed implantation to tumors no larger 
than 6 cm. in diameter. In general, it has been found 
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that a 1,300 per cent skin-erythema dose is sufficient 
to destroy the most radioresistant tumors from 3 to 6 
cm. in diameter. 

Interstitial irradiation should never be employed 
when infection is present in the tumor. When 
radical surgery is preceded by interstitial irradiation, 
healing of the wound is delayed in at least 50 per cent 
of the cases because of excessive interstitial irradia 
tion, undue wound tension, or performance of the 
operation too soon after irradiation. It is believed 
that six weeks should elapse between the interstitia! 
irradiation and the operation. In cases of tumors 6 
cm. or less in diameter in which a 1,300 per cent skin- 
erythema dose is employed without wound tension 
operation performed after an interval of six weeks 
should be followed by primary wound healing. 

Of the patients with primarily operable tumors 
who were treated by the method described, 86 per 
cent are free from the disease one and a half years 
after the treatment. The number of those who were 
treated by irradiation alone is too small to warrant 
conclusions, but 50 per cent of them are free from 
evidence of the disease. Of the patients with 
primarily inoperable lesions, three are living with 
inactive lesions, two are living with active lesions, 
and six are dead. 

Studies of the type reported are more valuable 
since the introduction of aspiration biopsy by the 
technique of Martin and Ellis and of biopsy with the 
Hoffman punch. 

Interstitial irradiation is associated with no danger - 
from pulmonary fibrosis. However, because of the 
discomfort of the patient, the postponement of 
operation, and the added expense associated with its 
use it cannot be recommended as a routine pre- 
operative procedure. In general, the technique 
described is proposed as a substitute for radical 
surgery alone or combined with irradiation. It is 
recommended for cases in which operation is contra- 
indicated, and is entirely justifiable in primarily 
operable cancer of the breast. 

A. JAmes LARKIN, M.1D. 


TRACHEA, LUNGS, AND PLEURA 


Mathes, M. E., Holman, E., and Reichert, F. L.: 
A Study of the Bronchial, Pulmonary, and 
Lymphatic Circulations of the Lung under 
Various Pathological Conditions Experimen- 
tally Produced. J. Thoracic Surg., 1932, i, 330- 


In the study reported, which was carried out on 
the lungs of dogs, the vessels of the lung were in- 
jected with Hill’s mass. The bronchial artery was 
injected first and the pulmonary artery later. ‘Ihe 
pressure maintained during the injection was 
equivalent to that for the same vessel during lile. 
In many of the specimens the pleural lymphatic 
vessels were injected with India ink or mercury. 

The findings indicated that the bronchial artery 
supplies nutritional blood at systemic pressure. ‘lhe 
pulmonary artery supplies blood for oxygenation at a 
pressure approximately one-third of that in the 
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pronchial artery. ‘The bronchial artery to a lobe 
ramifies widely’ and has numerous anastomosing 
branches. The pulmonary artery to a lobe branches 
into end-arteries which have only capillary com- 
munications. Normally, no blood from either system 
enters the other. 

Under abnormal conditions certain changes occur 
in the two systems. In pneumonia the bronchial 
artery to the involved lobe becomes dilated and be- 
cause of thrombosis or occlusion by pressure from 
the surrounding oedema the pulmonary artery fails 
to fill completely in the precapillary area. The 
lymphatics to the affected lobe are dilated and filled 
with blood-tinged fluid. 

In the presence of sterile atelectasis the bronchial 
and pulmonary arteries are normal. If pneumonia 
develops in the atelectatic lobe dilatation of the 
bronchial artery occurs and there is incomplete fill- 
ing of the pulmonary artery in its precapillary bed. 

When a branch of the pulmonary artery becomes 
occluded by an embolus a marked dilatation of the 
bronchial artery to that lobe results and the pul- 
monary artery in the embolic region eventually is 
fully supplied with blood, usually by way of the 
bronchial artery but occasionally by dilatation of 
capillary anastomoses with the pulmonary artery 
adjoining the embolic region. Accordingly, there is 
little macroscopic change if the embolus is sterile. 
If the embolus is infected, the pulmonary paren- 
chyma undergoes changes ranging from localized 
pneumonitis and hemorrhagic infarction to abscess 
formation and hemorrhagic consolidation. Marked 
dilatation of the bronchial artery occurs and is un- 
doubtedly an important factor in the repair of the 
diseased tissue. 

Following ligation of the pulmonary artery to a 
lobe the bronchial artery becomes markedly dilated 
and the pulmonary artery beyond the embolus is 
filled through the dilated bronchial artery. 

It may be concluded that, following small or large 
pulmonary emboli, the bronchial artery serves an 
important function by filling both circulatory beds 
beyond the embolus with blood. In case of infection, 
it provides increased nutrition to the affected lung as 
the result of its dilatation. Eart O. Latimer, M.D. 


Eloesser, L.: Bronchial Stenosis. J. Thoracic Surg., 
1931, 1, 194} 1932, i, 270, 373- 

Bronchial stenosis may be congenital or acquired, 
and either form may be due to pressure from without 
or narrowing within. Congenital variations in the 
bronchi are probably not infrequent. The effects of 
acquired strictures vary according to the level and 
degree of the obstruction. 

Tracheobronchial stenosis and stenosis of the 
larger bronchi occur as the result of external pres- 


‘sure and intrinsic processes. Schrotter divides their 


causes into extramural (compression), mural (tu- 
mors, inflammatory strictures), and intramural 
(foreign bodies). 

Among the causes of compression stenosis are en- 
largement of the mediastinal viscera of various kinds, 
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deep goiters, mediastinal tumors, carcinoma of the 
oesophagus and remnants of the thymus, osteomata 
and chrondromata of the vertebral column and ster- 
num, metastatic tumors, dermoid and echinococcus 
cysts, dilatations of adjacent mediastinal viscera, 
the heart, the large blood vessels, and the wsopha- 
gus, inflammatory processes and their scars, lymph- 
adenitis, mediastinitis, and mediastinal pleurisy. 

Goitrous compression occurs comparatively often 
in the young. Cancerous goiters cause the most 
marked stenosis. Their presence is revealed by dull- 
ness and the X-ray findings. Lymphosarcomata of 
the mediastinum, thymomata, and Hodgkin's tu- 
mors usually compress the trachea and bronchi late 
in their course. Dilatation of the heart, aorta, or 
oesophagus is a common cause of extrabronchial 
pressure. Extrinsic inflammatory causes are fre- 
quent because the products of all inflammations in 
the chest collect in the mediastinum, producing 
lymphadenitis and mediastinitis. 

Intrinsic stenosis is caused by foreign bodies, tu- 
mors growing into the tracheobronchial lumen, the 
constriction of intramural inflammation and _ its 
scars, and softenings of unknown origin. 

Among the most common intrabronchial causes 
of bronchial obstruction are tumors of the bronchi, 
especially carcinomata. Apparently not infrequent 
causes are chondro-osteoplastic tracheopathy and 
cysts and diverticula of the tracheal wall. Inflam- 
matory stenosis may result from syphilitic scars, 
tuberculous sclerosis, leprosy, glanders, and typhoid. 
Constriction of the bronchioles and obstruction of 
their lumina by swelling and destruction of the 
mucosa follow the inhalation of destructive fumes 
and gases. 

Obstruction of the air passages was studied ex- 
perimentally by Traube (1846-1871), and Licht- 
heim (1878). The findings of these investigators 
have constituted the basis of the majority of recent 
studies. The results of most artificial obstructions 
of the trachea in animals agree with the findings in 
clinical cases of tracheal obstruction. Partial steno- 
sis of considerable degree causes at first inspiratory 
dyspnoea or stridor in which inspiration is pro- 
longed, deeper, and more forceful. The intercostal 
spaces are retracted and the intrapleural pressure is 
lowered. If the stenosis is excessive this stage soon 
goes over into one in which breathing is rapid and 
shallow, the lungs are dilated, the intrapleural pres- 
sure approaches zero, and death is likely to super- 
vene. The origin and immediate cause of inspiratory 
dyspnoea are difficult to determine, but the condi- 
tion is probably the result of a nervous rather than 
a chemical mechanism. 

If the constriction is such that not only inspira- 
tion but also expiration requires effort, a notable 
change occurs. Because of the deficiency of the ex- 
piratory mechanism an increasing amount of air 
is trapped in the lung behind the obstruction and 
acute dilatation of the lung, decompensation of the 
respiratory and circulatory mechanisms, and periph- 
eral stasis result. To restore equilibrium the intra- 
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pulmonary pressure must overcome the resistance 
to expiration or collapse and a drop in the blood 
pressure must occur toa degree at which breathing is 
again possible. If neither occurs, suffocation results. 

Dilatation of the bronchi is to be expected as it 
follows an increase in pressure proximal to constric- 
tions of most hollow viscera. However, as the 
thorax is rigid and its capacity is limited, dilatation 
cannot proceed indefinitely. The site of obstruction 
determines the extent of the dilatation. If the 
bronchioles are constricted, dilatation of the alveoli 
and later emphysema result. When the constriction 
involves larger bronchi, the depending smaller ones 
are dilated, but there is no emphysema. This is 
confusing, but the condition is not unlike hydro- 
nephrosis from ureteral block in which the kidney 
pelvis and not the tubules are affected. Thus, 
tracheal and bronchial constriction are seen without 
either bronchiectasis or emphysema. 

Inflammatory processes softening the alveoli and 
bronchi and robbing them of their elasticity are 
probably important factors. If the stenotic lobe is 
hard and airless, the bronchi are dilated, whereas 
if the lobe is soft and contains air, the alveoli, but 
not the bronchi, are dilated. 

With total bronchial obstruction, air absorption 
with resultant atelectasis occurs. 

Tracheal and tracheobronchial obstruction pre- 
sent a varied anatomical picture. 

Primary tracheal tuberculosis is very rare. Diffuse 
tuberculous deposits in the tracheal and bronchial 
walls are often thick and greatly obstruct the lumen. 
Syphilis produces ulceration and scarring. Glanders, 
typhoid fever, leprosy, and other rarer conditions 
also attack the bronchi and trachea. 

In both unilateral and bilateral stenosis the hilar 
glands are regularly enlarged, the pleura are thick, 
the heart is often enlarged, and the spleen and liver 
are congested. 

In acquired unilateral stenosis the anatomy is 
obscured by complications. A tumor may invade 
the entire surrounding tissue. 

A single lobe depending upon a totally stenotic 
bronchus is very small, leathery, dark, and airless, 
and contains small pockets of pus. When the ob- 
struction is incomplete the lobe is usually decreased 
in size by scarring, the pleura thick, and the lung 
filled with small abscesses separated by gray, firm 
fibrous pulmonary tissue. 

Stenosis of the smaller bronchi and bronchioles is 
diffuse and more or less patchy. 

Dyspnea is a prominent symptom. In_ high 
stenosis, breathlessness is very marked on exertion. 
Inspiration is prolonged, difficult, and wheezing, but 
expiration is unchanged. 

The final stage of stenosis is suffocation. In this 
stage the respiration is gasping, shallow, and rapid, 
the face is gray, a cold sweat occurs, and the patient 
looks as though death impended. Under the influ- 
ence of morphine the attack gradually subsides. 

If only one of the major bronchi is obstructed, 
dyspnova is less severe. In stenosis of a single lobe, 
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no dyspnoea is present. In diffuse stenosis of the 
smaller bronchi or bronchioles, dyspnova is intense 
and the most prominent symptom. 

Cough is fairly constant. ‘The nearer the obstri 
tion of the single bronchus to the carina, the more 
troublesome the cough. ‘The sputum may be thin or 
thick and bloody. Occasionally the patient may }e 
hoarse and experience difficulty in swallowing. Coy 
stitutional disturbances are not characteristic. 

On physical examination of patients with stenosis 
of the trachea or at the bifurcation, dyspnoea, aii| 
often a stridor, is evident. Respiration is slow aid 
labored, and the intercostal spaces are retracted, 
During the suffocative stage the respiratory rate is 
increased and the breathing much shallower. ‘| )ye 
face is inclined to be cyanotic. The right heart is 
often enlarged and the liver palpable. Frequeni|\ 
the underlying cause of the stenosis may be found «on 
careful examination. 

Direct evidence is given by the laryngoscope iii 
bronchoscope. The X-ray is also of value in the 
diagnosis, especially when it is used with lipiodol. 

Complete stenosis of a major bronchus causes t!ic 
very striking signs of massive collapse. The affecic« 
side of the chest is shrunken and still, the ribs are 
close together, the heart and trachea are deviated, 
the diaphragm is high and usually still, and the ol) 
structed chest is dull or flat. Bronchoscopy usua!|\ 
reveals the obstruction, but the roentgenogram is 
most characteristic. 

In intermittent unilateral stenosis the findings are 
strikingly varied. On one day all of the signs of 
total obstruction may be present and on the neat 
day they may be gone. As a rule, however, thic 
changes take place more slowly. 

There is reason to believe that all three forms of 
unilateral stenosis, total, partial, and intermittent. 
occur more frequently than is suspected. Every 
large tuberculosis hospital has roentgenograms o! 
totally gray chests without effusion—total stenosis 
—and roentgenograms showing an enormous amouii! 
of unilateral cavitation with a practically free souid 
side suggesting at least partial stenosis. 

Stenosis of a single lobe or less may cause distill 
retraction of the chest wall over the closed arca, 
especially lower lobe stenosis which affects the morc 
yielding portions of the thorax. This sign is pathoy 
nomonic. It is not so pronounced over the upper 
parts of the chest, but is distinct below the scapula. 
The area over the stenotic lobe is dull or flat and a 
change in the breath sounds is noted. In the diagno 
sis of lower and middle lobe obstruction the bronco 
scope is invaluable, but in upper lobe stenosis it is 
less satisfactory. The roentgenogram shows ‘hic 
characteristic density and other changes. 

Much more difficult to recognize are diffuse steno 
ses of the smaller bronchi. Their symptoms «re 
more characteristic than their signs. The diag 
nosis will usually rest on the cyanosis and con- 
stant dyspnoea with acute exacerbations unac 
counted for by higher stenosis or cardiac or vascular 
disturbances. 
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Unilateral stenosis may be recognized from uni- 
lateral impairment of the respiratory excursions, re- 
traction of the intercostal spaces, dullness or flat- 
ness, and abscence or weakness of breath sounds. It 
is distinguished from pleural fluid by retraction of 
the mediastinal viscera toward the affected side. 

Complete stenosis involving one of the lobar 
bronchi is characterized by shrinkage of the lobe 
with retraction of the chest wall and viscera toward 
it. The diagnosis is confirmed by bronchoscopic and 
X-ray examination. 

A distinction between tuberculous and tumor 
stenosis is of great practical importance. The bron- 
choscopic and physical findings usually reveal the 
cause. In cases of aneurism and cases of cysts, der- 
moids, carcinomata, and other intrathoracic growths, 
many of the physical findings may suggest bronchial 
stenosis, but mediastinal retraction is absent and 
bronchial stenosis may be ruled out by broncho- 
scopic examination and the use of lipiodol. 

J. TANNENBAUM, M.D. 


Kjaergaard, H.: Spontaneous Pneumothorax in 
the Apparently Healthy. Acta med. Scand., 1932, 
Supp. xliii. 

From time to time a person who is feeling perfectly 
well and has a history of good health suddenly de- 
velops spontaneous pneumothorax. The illness runs 
a benign and afebrile course without forming an 
exudate and terminates in spontaneous recovery. 
Of forty-nine persons re-examined from two to 
eighteen years after the spontaneous pneumothorax, 
only one had developed pulmonary tuberculosis. 

Kjaergaard concludes that spontaneous pneumo- 
thorax in the apparently healthy constitutes a 
distinct entity. For the sake of brevity he suggests 
calling it “pneumothorax simplex.” This term he 
applies to all cases of pneumothorax developing 
without demonstrable cause in persons in whom no 
sign of tuberculosis may be demonstrated by aus- 
cultation or X-ray examination of the chest or by 
bacteriological examination of the sputum and the 
condition runs an afebrile course without pleural 
effusion, similar cases in which there is a slight 
rise in the temperature in the first week of the ill- 
ness, and cases in which roentgenograms show the 
presence of pleural exudate in an amount too small 
to be discovered by auscultation. 

The condition is due to rupture of a valve vesicle 
on the surface of the lung. There are two forms of 
valve vesicles. Those of one form, the scar-tissue 
vesicles, develop especially in the apices of the lungs 
next to a scar that may originate in a small healed 
tuberculous process. Scar-tissue vesicles are often 
multiple. The vesicles of the other form are the 
emphysematous valve vesicles which are produced 
only by local emphysematous changes without scar 
tissue. They may be found as large solitary vesicles 
on the margins of the lungs. It is probable that the 
scar-tissue vesicles are the more common. 

Systematic after-examinations of a large number 
of patients over a long period of time have shown 
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that in practice it may be taken for granted that 
pneumothorax simplex has nothing to do with 
active tuberculosis. ‘Therefore persons developing 
the condition may be spared the loss of time and 
expense associated with sanatorium treatment and 
the fear of pulmonary tuberculosis. 

Epwarp D. Caurcuttt, M.D. 


Munro, N. M.: Oleothorax, with Observations on 
Twenty Cases. Brit. M.J., 1932, i, 554. 


From a study of twenty cases of oleothorax, 
Munro concludes that in tuberculous empyema. 
effusions complicating artificial pneumothorax, ob- 
literative pneumothorax, and cases in which the 
compression produced by the introduction of air is 
insufficient, the procedure of choice is the injection 
of oil instead of air. He ascribes the beneficial re- 
sults of oleothorax to the disinfecting action of this 
treatment and its more constant compression as 
compared with pneumothorax. 

Olive oil is preferable to liquid paraffin. For the 
replacement of effusions, gomenol in graduated 
strengths added to the olive oil is of value because 
of its antiseptic properties. 

In all cases of oleothorax, close observation is 
necessary to insure proper collapse. By such obser- 
vation complicaticns may be avoided. ‘The, chief 
complication is pleural effusion due probably to the 
irritation ofa “virgin pleura.” In none of the author's 
cases has a pleurocutaneous fistula developed. 

The apparatus and the technique used for injec- 
tion of the oil are described. 

Harovp M. Britt, M.D. 


Dolley, F. S.: Internal Drainage of Lung Abscess 
by Extrapleural Compression. J. Thoracic 
Surg., 1932, i, 363. 

Since the cough is the body’s most efficient means 
of expelling unwanted material from the broncho- 
pulmonary tract, any measure interfering with 
intrathoracic compression and therefore with cough- 
ing seriously interferes with pulmonary and bronchial 
drainage. The author believes that in some cases 
external drainage decreases the intrathoracic pro- 
pulsive force and causes extension of the patholog- 
ical process. In its stead he employs extrapleural 
compression. This procedure is especially applicable 
to cases in which the pneumonitis surrounding lung 
abscess is still extensive or continues to extend. 

The abscess and its surrounding pneumonitis is 
determined by X-ray examination and the direction 
of the lobar bronchus draining the suppurative area 
is determined by bronchoscopic examination. At a 
site in a direct line with the bronchus draining the 
involved region where the abscess is nearest the lung 
surface, short portions of three or four ribs with their 
intercostal bundles are excised under local anws- 
thesia, leaving for the floor of the wound the parietal 
pleura clear of muscle, vessels, and nerves except for 
the periosteum of the removed ribs. The wound is 
then packed very tightly with continuous 5-in. dry 
gauze and sutured without drainage, and the area 
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from which the rib sections have been removed is 
strapped very tightly. 

Unless infection occurs, the wound is not opened 
for from fourteen to eighteen days. At the end of 
that time it is opened widely, repacked with an 
antiseptic solution, and left wide open. Thereafter, 
the packing is changed every two or three days 
until rib regeneration has occurred firmly with the 
ribs in the compressed position. If further collapse 
is indicated, it is produced at a second stage. Gauze 
compression is limited to the original site. After the 
primary compression further procedures are in the 
nature of well-circumscribed thoracoplasties. 

The author reports fourteen cases. In this series 
there was one death. Nine of the patients were 
rendered sputum free. Fart O. Latimer, M.D. 


Ballon, H., Singer, J. J., and Graham, E. A.: 
Bronchiectasis. III. Treatment. J. Thoracic 
Surg., 1932, i, 397- 

The authors divide the various treatments of 
bronchiectasis into the non-operative and the 
operative. In discussing the merits of each they 
point out that the condition can be considered cured 
only when the diseased portion of the lung has been 
removed or destroyed. They remind us_ that 
bronchiectasis is characterized by remissions, and 
that striking early improvement may later be 
nullified. 

The most valuable non-operative method of treat- 
ment is postural drainage. This should be given a 
fair trial before any other procedure is suggested. 
Many patients with mild bronchiectasis require no 
other treatment. Either continuous or intermittent 
postural drainage may be used. The intermittent 
type should never exceed two or three minutes at a 
time. The authors prefer this method to bronchial 
irrigation (lavage). They have never observed dis- 
appearance of the dilatations following continued 
injections of lipiodol. 

Other non-operative procedures include rest, con- 
trol of the diet, climatic treatment, the thirst cure, 
heliotherapy, intravenous therapy, inhalations of 
superheated air with the admixture of drugs, and 
vaccine therapy. 

Bronchoscopy does not often effect a cure, but may 
arrest the symptoms. 

True bronchiectasis seldom responds to pneu- 
mothorax treatment even when the collapse is almost 
complete. If improvement does not occur within 
from three to six months under such treatment it is 
not likely to occur. However, pneumothorax pre- 
pares the mediastinum for further operative proce- 
dures. It is possible to keep up the compression 
much longer by oleothorax than by pneumothorax. 
Frequently pneumothorax must be abandoned after 
six months because of the formation of adhesions. 
The authors are unable to state whether oleo- 
thorax will accomplish any more than pneumothorax 
or other forms of compression. 

In cases in which pneumothorax is unsuccessful a 
preliminary period of compression by a paraffin 
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plombe might prepare the mediastinum for tater 
thoracoplasty and eventually for lobectomy if that 
becomes necessary. In general, the results of 
thoracoplasty reported in the literature have not 
been striking, but relatively few patients have been 
subjected to this treatment. Some of the poor re- 
sults may be attributed to the fact that the operation 
was not divided into a sufiicient number of stages. 
Also in some cases more than uncomplicated 
bronchiectasis was treated by this method. As 
stated by Hedblom in 1924, lobectomy may be per- 
formed if the results are unsatisfactory. 

The authors report a series of cases of their own 
and review cases collected from the literature which 
were treated by phrenicectomy. They conclude that 
the patient has only a relatively small chance o/ 
being benefited by phrenicectomy and a definite 
chance of having his condition made worse. 

Ligation of branches of the pulmonary artery 
seems to offer no better prospect of cure than any 
other operative method. Eart C. Latimer, M.D. 


HEART AND PERICARDIUM 


Elkin, D. C.: Suturing Wounds of the Heart. Anu. 
Surg., 1932, XCV, 

Operation for a wound of the heart should always 
be carried out on the left side even though the wound 
is to the right of the sternum. The Duval-Barasty 
median sternotomy is condemned because of the 
additional time required to make and close the in 
cision and because the extent of the incision mate- 
rially contributes to shock. The author finds that 
excellent exposure may be obtained by exposing the 
third, fourth, and fifth left costal cartilages and ribs 
through a curved incision. After resection of the 
cartilage the internal mammary vessels are ligated 
and the pericardium is opened. Bleeding from the 
wound in the heart is controlled by pressure with the 
index finger until stitches are placed to close the 
wound. When the wound is posterior or behin« 
the sternum a stay suture may be placed in the 
apex for traction on the heart. 

Epwarp D. M.D. 


CSOPHAGUS AND MEDIASTINUM 


Ssamarin, N. N.: Complete Occlusion of the 
(sophagus in the Dog: Cause of Death (Ov. 
clusion totale de l’oesophage chez le chien: cause dc 
la mort). Lyon chir., 1932, Xxix, 149. 

The author reports three experiments performe« 
on dogs. In the first, the cervical oesophagus was 
exteriorized and divided and the two ends, left open. 
were sutured to the skin. For a while the dog was 
fed by mouth, the ends of the oesophagus being 
joined at the time of feeding by a tube. Food was 
then withheld. The dog lived with complete loss o! 
his saliva for fourteen days. At the end of that time 
feeding was begun again, but death occurred on the 
seventeenth day. The chief cause of death was a fou! 
infection about the open cesophageal ends. 
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In the second experiment a gastrostomy was per- 
formed and six weeks later the cervical oesophagus 
was divided and the distal end closed. The animal 
was then fed by a tube from the proximal end to the 
gastrostomy opening. Twelve days later the gas- 
trostomy was closed. ‘The dog died on the ninth day 
following a marked loss of weight. At necropsy, the 
stomach was found contracted and to contain only a 
trace of gas. This experiment was later repeated 
with identical results on other dogs. 

In the third experiment a gastrostomy was per- 
formed and followed by oesophageal exclusion. In 
spite of the complete loss of saliva the dog main- 
tained its weight and strength. At the end of each 
feeding 1,000 c.cm. of oxygen were given through the 
gastrostomy tube. All food was then stopped and 
from 75 to 2,500 c.cm. of a mixture of equal parts of 
atmospheric air and oxygen was introduced into the 
stomach daily. The dog lost weight at a slightly 
greater rate than during simple starvation, but at 
the end of fourteen days was otherwise well. Re- 
sumption of feeding at that time resulted in a prompt 
return to the normal weight. 

The author then discusses the function of oxygen 
and carbon dioxide in the gastro-intestinal tract and 
reviews the various theories on this subject. He be- 
lieves that when the atmospheric pressure on the 
oral side is excluded a partial stasis results in the 
intestines with a true reversed peristalsis from the 
anal to the oral orifice, and that a lack of free oxygen 
in the tract influences the chemistry and probably 
also the bacterial flora. He does not agree that the 
total loss of saliva is the chief cause of rapid death in 
wsophageal obstruction. 


His conclusions are summarized as follows: 

1. Atmospheric air mixed with the saliva, food, 
and drink plays an important réle in normal diges- 
tion. 

2. The death of dogs with cesophageal occlusion 
depends on the complete absence of air in the 
stomach and intestines as well as starvation. 

3. The total loss of saliva is of relatively little 
importance. 

4. There is no reason to believe that the death of 
dogs with oesophageal exclusion is caused by trophic 
disturbances due to lesions of the peripheral nerves. 

FRANK B. Berry, M.D. 


Symmers, D.: Malignant Tumors and Tumor-Like 
Growths of the Thymic Region. Ann. Sure., 
1932, XCV, 544. 


This report is based on a series of twenty-five 
malignant tumors of the thymic region. The term 
“thymoma” is discarded as inexact and misleading 
and the older nomenclature employed. Eight of the 
twenty-five cases were cases of perithelioma, nine 
were cases of lymphosarcoma, five were cases of 
Hodgkin’s disease, two were cases of epithelioma, 
and one was a case of spindle-cell sarcoma. 

The symptoms and signs of thymic growths often 
develop late and when they are finally manifested 
death takes place within a few weeks or months. 
The lymphosarcomata may terminate abruptly in 
acute lymphatic leukemia. Certain tumors of the 
thymus are associated with the symptoms of myas- 
thenia gravis. With regard to this group the possi- 
bility of surgical treatment should be kept in mind. 

Epwarp D. Caurcuitt, M.D 
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ABDOMINAL WALL AND PERITONEUM 


Wile, S. A., and Saphir, O.: Migratory Peritonitis: 
A Clinicopathological Study of So-Called 
Hezmatogenous Peritonitis in Children. Am. 
J. Dis. Child., 1932, xliii, 610. 


The authors report their clinicopathological find- 
ings in a series of twenty-one cases which had been 
diagnosed clinically as cases of hematogenous peri- 
tonitis. 

In the literature upon the subject they found a 
confusion in the nomenclature. De Sanctis and 
Nichols speak of “‘primary peritonitis.”” Koch refers 

o “idiopathic peritonitis,” and Schopf calls the con- 
dition “infants’ peritonitis.” A pre-existing bac- 
terzmia is generally assumed. 

In all of the cases studied by Wile and Saphir it 
was possible to demonstrate a distant focus of infec- 
tion which was considered to be the source of the 
peritonitis. In nine cases in which an exploratory 
laparotomy was done no source of infection could be 
demonstrated within the peritoneal cavity. At au- 
topsy in sixteen cases evidence of intestinal lesions 
was found. In eight cases cultures of the peritoneal 
exudate revealed streptococci. In two of the cases 
showing enteritis at autopsy, pneumococci were dis- 
covered in the peritoneal exudate. 

The authors believe that the evidence of a hema- 
togenous origin of peritonitis is almost entirely nega- 
tive and has little weight when there is positive evi- 
dence of a different origin. To explain the patho- 
genesis of hematogenous peritonitis it is necessary to 
assume: (1).a primary focus of infection, (2) bac- 
teremia, and (3) entrance of the bacteria into the 
peritoneum and their production of a diffuse inflam- 
mation. It is not clear how the bacteria enter the 
peritoneal cavity. 

In the cases reported by the authors, autopsy sug- 
gested that the peritonitis was due to invasion of the 
peritoneal cavity by bacteria from an organ either 
covered by, or adjacent to, the peritoneum. The 
authors therefore prefer to call the condition “‘mi- 
gratory peritonitis.” They believe that, most com- 
monly, the primary inflammation is enteritis and the 
ensuing peritonitis is due to invasion of the peri- 
toneal cavity by the bacteria from the diseased in- 
testinal mucosa. Under normal conditions the peri- 
toneum is so resistant that even when it is invaded 
by bacteria peritonitis does not develop. 

The authors conclude that many cases of reported 
“hematogenous peritonitis” are cases of migratory 
peritonitis, and that the occurrence of peritonitis di- 
rectly following a blood-stream infection without an 
intermediary lesion within or adjacent to the peri- 
toneal cavity has not been proved. 

GarsipE, M.D. 


GASTRO-INTESTINAL TRACT 


Rossi, G.: Olfactory Stimulation and Nutrition 
(Eccitamenti olfattivi e carenze alimentari). 
mentale, 1932, Ixxxvi, 75. 


The author compared the nutrition of normal 
guinea pigs and rats with that of animals of the same 
species which were deprived of the sense of smell by 
resection of the olfactory organs. The animals were 
placed on measured diets of different foodstuffs ani 
were weighed periodically. 

The reactions to different foods varied. On cer. 
tain diets the two groups of animals fared equally 
well, whereas on others the controls fared better 
than the animals operated upon and on still others 
the animals operated upon were better maintained 
than the normal animals. A. Louts Rost, M.D. 


Jaki, J.: A Clinical Study of Subcutaneous Injuries 
of the Abdominal Organs from Dull Force (Z.; 
Klinik der subcutanen Verletzungen der Baucili 
organe durch stumpfe Gewalt). Deutsche Zischr. |. 
Chir., 1931, CCXxxii, 724. 

In a hospital practice of nine years the author 
saw thirty-one subcutaneous injuries of the abdomen 
exclusive of contusions of the abdomen, hematomata 
of the abdominal wall, and later appearing herniw. 
A table of the injuries follows: 


Body Fall 
striking and 
against |. 

dull injury 


Blow 
from 
heavy 
object 


Injured 


Tot al ] 
organ 


object 


Abdominal 
wall 


Intestine 


Liver 


Spleen 


Kidneys 
Bladder I 


Next to the general symptoms, the cause oi « 
subcutaneous injury of the abdominal organs is 0! 


the greatest importance. There is hardly any 
mechanical insult which has not at some time pro- 
duced a subcutaneous injury of the abdomina! 
viscera, however slight it may be. Such injuries are 
most common in working men of middle age. The 
cause is often uncertain, but may be suggested }y 
the history and the objective findings. 

Three stages of subcutaneous abdominal injuries 
are differentiated: (1) a stage of shock, (2) a stage 
of often very transient, subjective improvement. 
and (3) a stage of collapse following hemorrhage or 
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of peritonitis following injury of the hollow viscera. 
The shock usually develops immediately after the 
injury and is caused by the mechanical effect pro- 
duced as the result of a circulatory disturbance in 
the automatic centers of the medulla oblongata by 
irritation of the subserous endings of the vagus and 
splanchnic nerves and the sensory spinal nerve 
endings in the abdominal wall. It usually lasts for 
one, two, or three hours. If it persists longer it is a 
sign that the irritation of the subserous nerve end- 
ings has become permanent. If the injured person 
is brought for treatment immediately, a decision 
can be made after three hours as to whether the in- 
jury is a contusion or a subcutaneous abdominal 
injury. Operation is indicated in the state of shock 
if the condition appears to be becoming worse. 

Of the general symptoms, the pulse rate and 
temperature are of most importance. Bradycardia 
is observed with liver injury. Determinations of 
the blood pressure and the amount of hemoglobin 
in the blood are of diagnostic aid. 

The local symptoms are more important than 
the general symptoms. Early and spreading dull- 
ness in the lower half of the abdomen, or the cul-de- 
sac of Douglas is a sure sign of hemorrhage. In 
gastro-intestinal perforation none or only a very 
little of the contents escapes into the abdominal 
cavity. Therefore the demonstration of free fluid 
is impossible or very difficult. It should be borne 
in mind that the fatty great omentum produces 
dullness over every contracted or lengthened portion 
of the intestines. Disappearance or diminution of 
liver dullness is considered a sure sign of gastro- 
intestinal perforation. Early meteorism does not 
indicate severe injury. It is produced by irritation 
of the retroperitoneal nerve plexus and therefore 
is observed also with fractures of the vertebral 
column and retroperitoneal hematomata. The most 
important local symptom is muscular rigidity. This 
originates in a reflex way as the result of traumatic 
and chemical irritation of the parietal peritoneum, 
which contains many nerves. It develops only when 
the stimulus affects the anterior portion of the 
parietal peritoneum. The administration of mor- 
phine, which relieves the protective tension without 
abdominal injury, is contra-indicated. The old rule 
that morphine should not be given before diagnosis 
is established is still valid. The occurrence of 
vomiting two or three hours after the accident is 
not characteristic of an internal injury even when 
the vomitus is mixed with bile as it occurs also in 
simple contusion. If vomiting begins after three 
hours and recurs, it is an important sign of spreading 
peritonitis. 

In sixteen cases of gastro-intestinal injuries per- 
forating subcutaneous injuries were found. In 
thirteen cases the ileum, and in three cases, the 
jejunum, was affected. The injury was single in 
fourteen cases and multiple in two. In three cases 
the mesentery was also injured. In every case the 
injury was produced by a dull object. In ten it 
was caused by the kick of a hoof; in four, by a blow 
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with a dull object; in one, by striking against a dull 
object; and in one, by a fall and compression (wheel) 
injury. In half of the cases there was an inguinal 
hernia. In the presence of hernia the increased 
intra-abdominal pressure may lead to rupture of the 
intestine without any external force. According to 
Bunge, the intestine is forced into the hernial sac, 
the external wall of the sac bulges, and when the 
limit of elasticity is passed, the sac bursts. 

Retroperitoneal injuries of the duodenum at first 
are usually asymptomatic. The subsequent retro- 
peritoneal phlegmon may be palpated as a deep 
resistance in the right side of the epigastrium. 
Phlegmons which have perforated into the abdominal 
cavity have an unfavorable prognosis. For a small 
perforation suture is sufficient, but for a larger one 
resection must be undertaken. In injury of the duo- 
denum gastro-enterostomy should be done to relieve 
the suture. 

In injuries of the large intestine the formation of 
an artificial anus may be indicated. Of the cases 
reviewed by the author, resection was necessary in 
only one. Of the sixteen patients, five survived, 
but none of them came under observation in the 
early stage. Only six entered the hospital within 
the first twenty-four hours, and of these only three 
came within the first twelve hours (eight, nine, and 
ten hours). Two were brought in after one day, 
three after two days, two after three days, and two 
after four days. Of those who survived, three were 
brought in after twenty-four hours (one on the third 
day) with pronounced symptoms of peritonitis. 

Injuries of the mesentery and of the great omen- 
tum may be associated with injuries of the intestine 
or may occur independently. 

Subcutaneous injuries of the liver were found in 
three of the cases reviewed, but in none was there a 
bradycardia or pain radiating to the right shoulder. 
In one case the patient was dying and could not be 
operated upon. In another, the diagnosis was made 
at autopsy after death from pneumonia, and the 
liver injury was found to be subsiding. In the third 
case, the development of biliary peritonitis after 
tamponade of the bleeding rupture could not be 
prevented. 

Three isolated injuries of the spleen were observed. 
In the case of a patient who was thrown from a 
wagon upon his left side, 2.5 liters of liquid blood 
were found in the abdominal cavity. The spleen 
was removed and a transfusion of 600 c.cm. of blood 
was given by the Percy method. Death occurred 
from cardiac weakness on the fourth day. In the 
case of a patient who fell from a roof 4 m. high, 
from 2 to 3 liters of fluid blood were found in the 
abdominal cavity and there was bleeding from the 
hilus of the spleen. In this case also the spleen was 
removed and a transfusion of 600 c.cm. of blood was 
given by the Percy method. Healing occurred by 
primary intention. Eosinophilia was still present 
after one and a half years, but there were no symp- 
toms. In the third case, the patient fell from a hay- 
stack 6 m. high and ran a pitchfork into his abdomen. 
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One liter of blood was found in the abdominal cavity. 
The ruptured spleen was packed with iodoform 
gauze and a transfusion of 600 c.cm. of blood was 
given by the Percy method. Recovery resulted. 

Rupture of the spleen is characteristically fol- 
lowed by a shorter or longer asymptomatic interval. 
The treatment of choice is splenectomy, although 
in one of the cases reviewed cure was obtained by 
packing. 

Injury of the pancreas, which must be treated 
surgically by suture or partial removal with drainage, 
was not observed in the cases reviewed. 

In injury of the kidneys expectant treatment is 
indicated. Of seven cases of renal injury, nephrec- 
tomy was necessary in two, in one for infection of a 
hematoma and in one for severe destruction of the 
kidney. In the five other cases expectant treatment 
was given. Among the characteristic symptoms are 
localization of the pains, irradiation of the pains to 
the testicles, colicky pains produced by blood clots, 
tumefaction and swelling in the lumbar region, and, 
most important sign, hematuria. Whenever possible 
cystoscopy was done. 

Injuries of the suprarenal glands and ureters were 
not observed. 

In one case there was an injury to the bladder 
which was first considered a contusion of the kidney 
on account of the rigidity and sensitiveness below 
the costal arch and the presence of blood in the 
urine. On the third day, stabbing pains began sud- 
denly in the hypogastrium. Operation revealed a 
1o-in. sagittal, lacerated, and penetrating wound 
which extended from the fundus to the base and was 
infiltrated with blood. The wound was sutured. 

In conclusion, the author states that successful 
results depend upon early surgical intervention 
which in turn depends chiefly upon a correct early 
diagnosis. The operative technique is satisfactory, 
but the diagnosis must be improved. In every 
suspected case, laparotomy should be done as early 
as possible, before hemorrhage or peritonitis threat- 
ens life. HauMaAnn (Z). 


Pierini, A.: Hypochloremic Conditions and Re- 
placement of the Chlorides by Intravenous 
Injections of Sodium Chloride (Estados de 
hipocloremia y recloruracién sodica endovenosa). 
Semana méd., 1932, XXxix, 378. 


The first studies of the chloride deficiency in 
intestinal obstruction were made in North America. 
Experiments carried out on dogs by Tibeston and 
Comfort in 1914, MacCann in 1918, MacCallum in 
1920, and Hastings and Murray in 1921 demon- 
strated a marked decrease in the chlorides of the 
blood and an increase in the non-protein nitrogen 
and the alkali reserve in this condition. 

In 1923, Haden and Orr, Brown, and Hartman 
and Rowntree reported beneficial effects in clinical 
cases from the subcutaneous or intravenous injection 
of a solution of sodium chloride. In 1927, Gosset, 
Binet, and Petit Dutaillis concluded that the intra- 
venous administration of a hypertonic solution of 
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sodium chloride is of indisputable value as a pre- 
ventive as well as a therapeutic measure for the 
intoxication due to obstruction of the digestive tract. 

It is recognized that intestinal obstruction is «l- 
ways accompanied by a humoral syndrome charac- 
terized by: (1) an increase in the non-protein 
nitrogen, (2) an increase in the alkali reserve, | ;) 
hyperglycemia, (4) polycythemia, (5) a transient 
leucocytosis, (6) an increase in the fibrin and 
viscosity of the blood, and (7) a decrease in the 
blood chlorides, the hypochloremia of Haden, Orr. 
and Binet. 

Studies in clinical cases and on animals demon- 
strate that the fall in the blood chlorides is least in 
occlusions of the oesophagus and the cardiac end of 
the stomach and greatest in obstructions of the 
pylorus, duodenum, jejunum, and first part of the 
ileum. In obstructions of the terminal ileum and the 
large bowel it is almost negligible. 

In the opinion of Braun and Barutton, the hypo- 
chloremia is of neurogenic origin. Khantz and 
MacClur believe that it is of bacterial origin, whereas 
Roger, Garnier, Wipple, and Gerard attribute it to 
an auto-intoxication caused by the absorption of 
toxic products from the obstructed portion of the 
gastro-intestinal tract. 

In the presence of volvulus, which is associated 
with damage to the bowel wall, auto-intoxication 
predominates, whereas in simple intestinal occlusion 
without damage to the bowel wall auto-intoxication 
does not occur. In both conditions, however, there 
is a loss of chlorides. The author therefore believes 
that in simple occlusion without damage to the 
bowel wall the principal cause of death is the <lis- 
turbance of the equilibrium of the body fluids result- 
ing from the loss of blood chlorides. 

From the point of view of treatment it is im 
portant to bear in mind that there is a great difler 
ence between obstruction with damage to the bowel 
wall and lesions without damage to the bowel wall. 
in which there is less danger as the disturbance of 
equilibrium of the body fluids can be corrected !y 
intravenous or subcutaneous injections of a hyper 
tonic solution of sodium chloride. 

The amount and concentration of the salt solution 
employed must be determined for each case. Pieri 
reviews the indications for the treatment and wariis 
of the complications which may occur if the con 
centration of the solution is not correct and the fluid 
is injected too rapidly. Francis M. Conway, M.D. 


Stravinsky, T.: Gastric Actinomycosis (L’actinom,- 
cose gastrique). J. de chir., 1932, XXxxix, 360. 

Primary actinomycosis of the stomach is rare. 
Of the small number of cases reported, only three 
can be accepted as of primarily gastric origin. |0 
the latter the author adds a fourth. 

The author’s patient was a man forty years of age 
who entered the hospital with a history of abdominal 
pain for three weeks and a slowly growing miss 
below the left costal margin. The pain was not 
severe and the appetite was not affected. 
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Palpation revealed between the left costal margin 
and the umbilicus an elongated, very hard mass 
with smooth borders which was painless on pressure 
and fairly immobile. The tumor was not adherent 
to the skin and did not follow the movements of 
respiration. The rest of the physical findings were 
entirely negative, as were also all of the laboratory 
findings except a 4 per cent eosinophilia. 

At exploration, a large infiltrating growth was 
found invading the abdominal wall, the transverse 
colon, and the gastrocolic ligament and ending at 
the greater curvature of the stomach in a hard 
cuneiform mass. The lesion was poorly limited and 
immobile. A tentative diagnosis of sarcoma was 
made. Part of the abdominal wall was excised and 
the wound was closed around a small drain. 

The wound healed rapidly, but the drain evacuated 
a seropurulent discharge in which grayish-yellow 
bodies were discernible. Examination of the resected 
specimen showed, in the center of dense scar tissue, 
foci of inflammation and a typical mycelium. The 
mycelium was recovered also from the sinus. 

The gastric contents were then aspirated and the 
fungus was recovered from a centrifugalized speci- 
men of gastric juice. There was absence of hydro- 
chloric acid, lactic acid, and pepsin. X-ray studies 
of the stomach revealed a rough-edged, flat defect 
in the lower part of the greater curvature and ab- 
sence of folds of the mucous membrane at this site. 
The rest of the stomach seemed normal, but was 
apparently attached to the large palpable mass. 

On the basis of the reported cases and his own 
observation the author concludes that the invasion 
occurs through a lesion of the mucous membrane. 
In all cases examined with the X-ray the lesion was 
found on the greater curvature in the form of a flat 
defect. Sarcoma occurs most often on the lesser 
curvature. The author’s case is the first in which the 
fungus was recovered from the gastric juice. Stra- 
vinsky believes it possible that the anacidity favored 
the localization of the actinomycosis, but admits 
also that the mucosal injury may have been respon- 
sible for the lack of acids. 

In early cases the treatment should be complete 
removal of the growth. If this is impossible, large 
doses of iodine and X-ray irradiation may be used. 

Geza DE Takats, M.D. 


Gatch, W. D., Owen, J. E., and Trusler, H. M.: 
The Effect of Distention of the Bowel upon Its 
Circulation and upon Absorption from Its 
Lumen. Wes. J. Surg., Obst. & Gynec., 1932, xl, 
1601, 


Ina review of the literature the authors found that 
the majority of writers agree that in simple ob- 
struction of the bowel without strangulation there 
is no toxemia and death is due to loss of electrolytes 
from the blood, dehydration, and starvation. They 
agree also that the toxic substance found in the 
stagnant contents of the obstructed bowel is of 
bacterial origin and is absorbed in only small quan- 
tities through the intact intestinal mucosa. 
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In an experimental study of the effect of intra- 
intestinal pressure on the circulation in the wall of 
the intestine the authors noted that as the pressure 
was increased the circulation became slower, and 
when the intra-intestinal pressure became equal to 
the systolic blood pressure the circulation in the 
intestinal wall stopped. 

In further studies, carried out on dogs, an in- 
testinal loop, closed at both ends and drawn out of 
the abdomen with its circulation unimpaired was 
distended with gas and sodium cyanide and nicotin 
were then introduced. While the pressure in the 
loop was above the diastolic blood pressure, no 
absorption of either of the introduced substances 
was noted, but when the pressure was released, 
absorption of the intestinal contents occurred and 
caused sudden death. When the loop was left 
within the abdomen, slow transperitoneal absorption 
of the cyanide occurred, but there was no absorption 
of the nicotin. In similar experiments the contents 
of a closed intestinal loop of known toxicity were 
used as the toxic material. 

From their findings the authors conclude that 
slow transperitoneal absorption of toxic material 
may occur through non-necrotic intestinal wall 
which has been rendered anemic by distention. No 
sudden absorption was noted on sudden release of 
the intra-intestinal pressure. Further experiments 
are now in progress to test the absorption of toxic 
material through distended loops showing varying 
degrees of necrosis of the mucosa. 

In strangulation of the bowel the chief route of 
absorption is transperitoneal although there is 
clinical evidence to show that the peritoneum in 
contact with obstructed bowel can react to prevent 
toxins from entering the circulation. 

G. D. De-prat, M.D. 


Benedict, E. B., Stewart, C. P., and Cutner, P. N.: 
The Role of Bile in High Intestinal Obstruc- 
tion. Surg., Gynec. & Obst., 1932, liv, 605. 


In experiments carried out by the authors on dogs 
to determine the part played by bile in high in- 
testinal obstruction, the intestines were obstructed 
at various levels from just below the bile and pan- 
creatic ducts to 11 in. below this point. Some of the 
animals then received normal saline solution and 
bile collected from a dog with a permanent chole- 
cystostomy, and others, by a preliminary chole- 
cystenterostomy with ligation of the common bile 
duct performed a week or more before the intestine 
was obstructed, received their own bile below the 
level of the obstruction. Control animals with 
similar obstructions received saline solution only. 
Nothing was given by mouth except a very oc- 
casional sip of water. Saline solution or saline solu- 
tion and bile was given twice a day through an 
enterostomy. 

The authors concluded that when the obstruction 
in the intestine was so high that no bile could be 
re-absorbed, some benefit was derived from the 
administration of bile below the obstruction. While 
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the experiments appeared to indicate that, in dogs, 
a lack of bile in the segment below the obstruction 
was not a factor of fundamental importance in the 
fatal outcome, they did not preclude the possibility 
of benefit from the use of bile in the lower bowel in 
the human subject suffering from paralytic disten- 
tion. The composition of bile with regard to bile 
salts and cholesterin was apparently not altered by 
the intestinal obstruction. When the chloride and 
water balance was maintained, the survival period 
of the dogs with intestinal obstruction seemed to 
depend almost entirely on the level of the obstruction 
below the bile papilla and the fat reserve. 
Epwarp ZOLLINGER, M.D. 


Black, C. E.: Appendicitis Statistics. West. J. 


Surg., Obst. & Gynec., 1932, xl, 176. 

Black calls attention to the increase in the death 
rate from appendicitis as shown by mortality statis- 
tics in contrast to the low mortality rate as shown 
by statistics published by the large surgical clinics. 
He estimates that 75 per cent of the patients are op- 
erated upon in hospitals of roo beds or less and finds 
no published data from institutions of this size. He 
urges that statistics be compiled according to stand- 
ard rules as most of the published statistics are pre- 
sented in such a form that one series cannot be com- 
pared with another. He urges also the recording of 
statistics pertaining to pre-operative and postopera- 
tive procedures. G. D. Detprat, M.D. 


Hayes, H. T.: Stricture of the Rectum. With Spe- 
cial Reference to Stricture in the Colored Race. 
A Report of 160 Cases. Am. J. Surg., 1932, xvi, 

The author believes that the tissues of the colored 
race have a greater tendency toward scar formation 
than those of the white race, and that this may 
account for the greater frequency of strictures in 
negroes as compared with whites. Strictures of the 
urethra are more common in negroes than in the 
members of any other race and are more common in 
negro males than in negro females. Strictures of the 
rectum are more frequent in negro females than in 
negro males. Gonorrhoea of the rectum occurs in 
about 35 per cent of females with gonorrhoeal 
vaginitis. 

Of 113 patients with rectal stricture treated since 
1928, 21 were white, 90 were negroes, and 2 were 
Mexicans. Only 9 of the negroes were males. In 2 
cases, those of patients between one month and one 
vear old, the stricture was congenital. In 66 cases 
the stricture occurred between the ages of twenty- 
one and thirty years, and in 53 between the ages of 
thirty-one and forty years. The greater frequency of 
stricture in these ages is explained by the fact that 
these are the periods of greatest sexual activity and 
therefore of the greatest frequency of venereal 
disease. 

Tn some cases the stricture may be caused by a 
fistula, rectal abscess, or fissure. Infection passes up 
the lymph channels or invades the mucosa or sub- 
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mucosa, causing inflammation. Frequently recta! 
stricture has been attributed to tuberculosis. 

Of 78 smears made in the cases reviewed, 69 per 
cent were positive for gonococci. In 82 cases no 
smears were made. 

Of 103 Wassermann tests, 68 per cent were posi- 
tive. In 57 cases no Wassermann test was made. 
While syphilis may play a definite réle in the 
causation of rectal stricture, the author believes 
that gonorrhoea is much more important. 

The symptoms of stricture of the rectum arc 
straining at stool, the passage of pus and blood, and 
marked constipation or incontinence. In long 
standing cases there are symptoms of obstruction 
such as the formation of large amounts of gas, colic- 
like abdominal pain, and indigestion. 

The diagnosis is easily made by digital, procto 
scopic, or X-ray examination. 

Most rectal strictures become tubular in time. As 
a rule a ring is present at some level of the canal, but 
a tubular stricture ultimately develops above or 
below it. The ring may form at the margin of the 
levator ani or at one of the rectal valves, but it is 
only part of the stricture. 

In cases of rectal stricture in colored women there 
is nearly always an active ulcerating lesion with 
condylomata in the anal canal. Fistulous tracts 
usually occur below the ring. 

The author has found the treatment of recta! 
stricture very unsatisfactory. In cases in which 
emergency procedures are unnecessary the stricture 
is dilated with the finger and the patient is in- 
structed to irrigate the rectum with an antiseptic. 
In cases of very tight stricture in which the patient 
is obliged to strain at stool and a large amount o/ 
blood and pus is passed the stricture is dilated or 
incised under spinal anesthesia. If it is close enough 
to the anal margin a proctotomy is done and the 
patient then advised to continue the rectal irriga 
tions and to report frequently for digital dilatation. 

Irrigations, dilatations, anda proctotomy will often 
tide the patient over for several years, but in many 
cases colostomy becomes necessary eventually. In 
the cases reviewed, 31 colostomies were done. In 4 
cases the author was obliged to perform excision o! 
the rectum after the colostomy in order to clean uj) 
the residual infection. In only 1 case was he able tv’ 
close the colostomy. In the cases of patients with 
syphilis, anti-syphilitic treatment did not stop the 
development of stricture nor improve the general! 
condition in any way. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Pellini, M.: The Importance of Cholecystography 
in the Diagnosis of Disease of the Gall Bladder 
(L’importanza dell ’indagine colecistografia nell. 
diagnosi delle colecistopatie). Radiol. med., 1932, 
XIX, 215. 


Cholecystography is of great importance in the 
diagnosis of lesions of the gall bladder, but its find 
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ings vary not only in different diseases but also in 
ditierent cases of the same disease. On the basis of 
her observations in 102 cases, Pellini concludes that 
the dye is best given by mouth according to Sand- 
strom’s technique of fractional doses. The examina- 
tion must include a study of the emptying of the 
gall bladder by serial roentgenograms showing the 
changes in the organ produced by the standard meal 
of three egg yolks. 

The author believes that a very dense shadow of 
the gall bladder is not an indication that the organ is 
damaged, but a sign that it has a good power of 
concentration. A faint shadow, on the other hand, 
does not always mean a decreased power of concen- 
tration. It is of importance as a sign of disease only 
when it is accompanied by other signs. Both a dense 
and a faint shadew show that the gall bladder is 
functioning. Between these two signs and the ab- 
sence of a gall-bladder shadow there is a considerable 
difference. Negative cholecystographic findings do 
not always have the same significance. If there has 
been no flaw in the technique and if there are no 
well-marked hepatic changes, they suggest an ob- 
struction in the biliary passages, obliteration of the 
cavity of the gall bladder, or a change in the gall- 
bladder walls. They may be related also to changes 
in the stomach, duodenum, or appendix. In this 
field of diagnosis, as in all others, the roentgen and 
clinical findings must be considered together. 

EvuGENE T. Leppy, 


Johnston, C. G., and Brown, C. E.: Studies of 
Gall-Bladder Function. III. A Study of the 
Alleged Impediment in the Cystic Duct to the 
Passage of Fluids. Surg., Gynec. & Obst., 1932, 
liv, 477- 

The authors report experiments undertaken to 
determine the pressure necessary to force fluid in 
either direction through the cystic duct in man and 
the dog, and review similar studies carried out by 
others. The authors’ experiments were made on three 
cadavers, five fresh specimens of the human biliary 
tract, and eight anesthetized dogs. Manometric 
determinations of pressures within the gall bladder 
and cystic duct and readings of pressures outside of 
the gall bladder under bell-jar covers are recorded. 
In no instance was it possible to determine an im- 
pediment to the passage of fluid through the cystic 
duct at the pressures usually found in the biliary 
tract. In some of the animals a slight impediment 
to the flow of fluid from the gall bladder through the 
cystic duct was found at pressures of from 10 to 
8o mm. of water, which are considerably below the 
normal pressure, but the authors did not consider 
this observation of any moment. 

STANLEY H. Mentzer, M.D. 


Hortolomei, N., Balan, N., and Burghele, I.: 
Mycotic Splenomegaly (La splénomégalie my- 
cosique). Ann. d’anat. path., 1932, ix, 145. 


Of the primary splenomegalies first described by 
Banti in 1894 and by Debove and Bruehl in 1898, 
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some are believed to be caused by fungi. These 
usually belong to the clinical group described by 
Banti. 

In 1905, Gandy, and in 1922, Gamna, called at- 
tention to a form of splenomegaly which they be- 
lieved to be a pathological entity, a ‘“‘siderous spleno- 
granulomatosis” characterized by fibrous degenera- 
tion and pigmentation of the follicles. Many cases 
have since been observed in Italy and Algiers. 

The Algerian splenomegaly occurs almost exclu- 
sively in young males. It is accompanied by hema- 
temesis, icterus, and severe anemia with anisocytosis, 
poikilocytosis, and leucopenia. Often fever and as- 
cites are present. From spleens with this condition 
Nauta and Pinoy obtained spirille which sometimes 
reproduced the disease in rabbits. Since 1927, Nauta, 
Pinoy, Nicolle, and Masson have regarded the fi- 
brous pigmented lesions as mycotic nodules, the 
spores of an aspergillus. The ‘“‘mycelial threads” re- 
ported by some investigators have been variously 
interpreted by others. Chronic leg ulcers frequently 
accompany the splenomegaly and may constitute 
the initial lesion. 

It has not yet been definitely proved that the fungi 
are the cause of the disease. Most of the fungi iso- 
lated have been non-pathogenic. 

The authors report a case in detail with three 
photomicrographs. No cultures or inoculations were 
made. ALBert F. De Groat, M.D. 


MISCELLANEOUS 


Hume, J. B.: Diaphragmatic Hernia. Bri/. J. Surg., 
1932, XIX, 527. 


Diaphragmatic herniz are of the following types: 
(1) congenital, (2) acquired, non-traumatic and 
traumatic. 

Congenital diaphragmatic hernix are dependent 
upon a defect in the development of the diaphragm. 
They occur in the lumbocostal triangle, in the dome 
of the diaphragm, and at the cesophageal orifice. 
They may be classified as: 

1. Hernia through the pleuroperitoneal hiatus. 

2. Hernix through the dome of the diaphragm. 

3. Herniw through the cesophageal orifice: (a) 
thoracic stomach, (b) para-cesophageal herniw. 

Herniz through the pleuroperitoneal hiatus are 
due to failure of the median and dorsal portions of 
the pleuroperitoneal membrane to close. The 
hiatal defect varies from a small opening in the 
lumbocostal triangle to complete absence of the 
left half of the diaphragm. The herni usually occur 
on the left side. In the majority of cases the in- 
testines are in the pleural cavity, the large intestine 
being to the left of the small intestine. There is no 
hernial sac. 

Hernix through the dome of the diaphragm are 
more difficult to explain on an embryological basis. 
Hume believes that they usually occur without a 
sac and are due to the rupture or destruction of a 
portion of the, membranous diaphragm. They are 
more frequent on the left side than on the right 
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Diagram showing the direction of the intra-abdominal 
pressure acting upon the diaphragm. 


side, probably because of the protection afforded 
by the larger right lobe of the liver. The stomach 
and a portion of the colon are invariably herniated. 
Other abdominal viscera may also enter the thorax. 
It is possible that hernia through the dome of the 
diaphragm may be caused by rupture of the dia- 
phragm due to a sudden increase in the intra- 
abdominal pressure. 

Of the hernia occurring through the oesophageal 
orifice, the thoracic stomach is encountered much 
less frequently than the para-cesophageal hernia. 


The thoracic stomach is not a true hernia; it is due 
to failure of the caudal migration of the stomach 
to keep pace with the descent of other organs 

The para-cesophageal hernia is a common variety. 
It is due to protrusion of the upper part of the 
lesser sac of the peritoneum through the orifice to 
the right of the cesophagus up into the posterior 
mediastinum. 

An important factor in the formation of acquired 
diaphragmatic hernie is a sudden increase in the 
intra-abdominal pressure. During violent muscular 
effort the intra-abdominal pressure may be increased 
to from too to 150 mm. Hg. Hernie produced 
entirely by the direct action of the intra-abdominal 
pressure are herniz through the foramen of Mor- 
gagni or para-cesophageal herniw. Some acquired 
diaphragmatic hernie are due to tears in the 
diaphragmatic musculature caused by a sudden 
strain. The weakest portion of the diaphragm is at 
the junction of the central tendon and the muscle. 
When the diaphragm has been weakened by not 
being called upon to contract to its full extent 
or as the result of degenerative changes rupture is 
especially apt to occur at this site. Such a rupture 
does not affect the pleural or peritoneal covering. 
Traumatic diaphragmatic herniw may be cause! by 
injury of the diaphragm by a bursting mechanism 
or tearing by a missile or a fractured rib. {he 


symptoms depend entirely upon the degree of the 
injury and the ease with which the intra-abdominal 
contents can be forced into the pleural cavity. 
Wounds on the right side usually heal spontane- 
ously, and wounds on the left side may become 


sealed by adhesions. ALTON OcHSNER, M.1). 
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UTERUS 


Curtis, A. H.: Stricture of the Uterine Cervix. 
J. Am. M. Ass., 1932, xcviii, 86r. 


Stricture of the cervical canal is so frequent that 
it demands the attention of internists and general 
practitioners as well as that of gynecologists. 

The most common cause is gonorrhoea, and the 
next most common cause, treatment of the uterus 
with radium. The condition is favored also by the 
use of the cautery and curette, instrumental abor- 
tion, and operations on the cervix. Stricture of the 
cervical canal resulting from atrophy and shrinkage 
of the uterus following the menopause with sub- 
sequent retention of mucoid secretion and ultimate 
contamination of the retained secretion is an im- 
portant factor in the development of the well-known 
senile vaginitis. The author has seen cervical 
stricture in virgin women of the child-bearing age. 

The pathologist has had relatively little opportu- 
nity to study the cervical canal because hysterectomy 
is so frequently preceded by dilatation and curet- 
tage. 

Exploration of the canal with small-caliber dila- 
tors and studies of the cervical canal of removed 
uteri after their bisection in the frontal plane have 
revealed a rather high incidence of stricture and its 
sequela, pocketing and ballooning out of the canal 
above the site of stricture. In addition, the funnel- 
shaped contour of the canal in multipare has been 
noted. Unless the excision is carried to a rather high 
point, in the repair of such cervices, there is likely to 
be a widening out of the canal above the site of repair 
similar to that found above a stricture from other 
causes. 

Accumulations of mucus and tarry menstrual 
blood, distention of the uterine cavity, pyometra, 
endometriosis, and even cancer may result from 
cervical stricture. The present-day cures of leucor- 
rhoea with the cautery knife, like the cures claimed 
in past years from curettage of the uterus, are 
ascribable to the establishment of adequate drainage 
by the destruction of cervical strictures. 

The sudden appearance of otherwise unexplained 
leucorrhoea in a woman past the menopause is re- 
garded by the author as pathognomonic of stricture 
of the cervical canal. . 

Other conditions resulting from stricture of the 
cervical canal are low-grade pelvic peritonitis, 
chronic inflammatory changes in the tubes and 
ovaries, and endometriosis, all of which may be 
attributed to back-pressure of retained secretions 
and menstrual blood. 

The treatment of stricture of the cervix should 
follow recognized surgical principles. Dilatation of 
the canal, amputation of the cervix, and vaginal 
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hysterectomy are the procedures of choice, the 
method used depending upon the pathological 
changes present and the patient’s age. 

Cuester C. Donerty, M.D. 


Floris, M.: Investigations of the Action of Ovarian 
Extracts on the Uterus (Ricerche sull’azione di 
alcuni estratti ovarici sull’attivita dell utero). 
Riv, ital. di ginec., 1932, xiii, 281. 

Using the technique of Mancini, Floris studied the 
pharmacodynamic action of ovarian hormone on the 
uterus of pregnant and non-pregnant rabbits. He 
injected the extract into the jugular vein, using both 
commercial preparations and liquor folliculi ob- 
tained directly from the maturated follicles of the 
ovary of the cow. 

He found that the ovarian extracts exerted a more 
or less marked effect in increasing and strengthening. 
and in some cases, even regulating the contractions 
of the non-pregnant uterus. He believes that this 
pharmacodynamic action is due to folliculin and 
amines and possibly also to proteins. The intensity 
of the effect depends upon the sensitivity or excit- 
ability of the uterus which is dependent in turn on 
physicochemical and hormonal conditions in the 
organ. The beneficial hemostatic efiect of ovarian 
preparations is due to their action in strengthening 
the contractions of the uterus and increasing the 
tone of the uterine musculature. 

EuGEeNrE T. Leppy, M.D. 


Wachenfeldt, S. von: Acute Hamorrhages En- 
dangering the Life of the Patient in a Case of 
Cervical Myoma. obst. ef gynec. Scand., 1932, 
32. 

The case reported was that of a woman twenty-one 
years of age. The first sign of the presence of the 
myoma was a life-threatening genital haemorrhage at 
the time that menstruation was expected. Two simi- 
lar cases reported by Whitehouse and Frommolt are 
reviewed. In both of these it was possible to demon- 
strate that the cause of the hemorrhage was the rup- 
ture of a vein on the surface of the capsule of the 
tumor near the external uterine os. The author as- 
sumes that this was the cause also in his case al- 
though he was unable to prove it as the tumor was 
removed by enucleation, the capsule consequently 
being left in place. 


Taylor, H. C., Jr.: Endometrial Hyperplasia and 
Carcinoma of the Body of the Uterus. 1m. 
J. Obst. & Gynec., 1932, xxiii, 300. 


The conception of endometrial hyperplasia as a 
precancerous lesion is based upon morphological, 
biological, and clinical similarities between this 
condition and cancer. 


le 
h 
le 
; 
ir 
d 
il 
r- 
d 
le 
n 
it 
it 
is 
n 
le 
i 
= 


132 


Morphological similarity. Evidence of morpho- 
logical similarity is dependent largely upon indi- 
vidual conception of form and cannot be proved 
directly. However, a study of 85 cases of endo- 
metrial hyperplasia suggested that the condition 
presents a series of histological pictures, the endo- 
metrium in some cases differing little from the 
normal and in others showing histological changes 
closely resembling those of certain differentiated 
carcinomata. 

Biological similarity. The frequent association 
of endometrial hyperplasia with adenomyosis or 
invasion of the muscularis by mucosal tissue and 
the tendency of the condition to recur after curet- 
tage are perhaps to be interpreted as representing 
in miniature 2 of the chief properties of malignancy, 
viz., infiltration and recurrence. 

At least 6 cases of supposed transformation of 
hyperplasia of the endometrium into carcinoma have 
been reported in the literature. However, such 
reports must be regarded critically. 

In a review of the histories of 122 cases of carci- 
noma of the body of the uterus it was found that 
at some time before the operation for cancer a large 
number of the women had been under treatment 
for abnormal uterine bleeding. 

The presence of diffuse endometrial hyperplasia 
and carcinoma in the same uterus was found in 5 
of the author’s cases and has been reported in the 
literature. In 2 of the author’s cases the carcinoma 
occurred with hyperplastic glands which were prob- 
ably part of an adenomatous polyp. In 9 cases, 
carcinoma was associated with areas of invasion 
of the superficial muscularis by benign glands 
constituting a condition termed “adenomyosis” and 
indicating abnormal properties in the basal endo- 
metrial glands. 

Although in a total of 152 cases of cancer there 
were only 15 with definite histological evidence of 
an associated hyperplastic condition, it is possible 
that in many advanced cases pre-existent benign 
lesions had been completely replaced by the carci- 
noma. 

Clinical similarity. Several cases in the author’s 
series indicated that, in spite of very careful study, 
endometrial cancer may be mistaken for a benign 
lesion. Such cases lead to the following conclusions: 

Postmenopausal bleeding from the uterine canal, 
even if limited to a single attack, should always 
be treated by curettage. 

Curetted material, however scant, should always 
be subjected to microscopic examination. An in- 
complete curettage is unsatisfactory as a diagnostic 
measure as a small carcinoma may be missed by 
the instrument. In suspicious cases a single micro- 
scopic section of curettings is not sufficient to rule 
out cancer as the microtome may not cut the particle 
containing the growth. 

The histological differentiation of endometrial 
hyperplasia from certain types of carcinoma some- 
times requires considerable experience and the ex- 
amination of multiple sections. 
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Whether, from a practical standpoint, endo- 
metrial hyperplasia is to be regarded as a precan- 
cerous lesion and treated as such remains an open 
question. The relative frequency of the condition 
undoubtedly indicates that the danger of malignancy 
is not always present. Nevertheless it appears that 
when the hyperplasia is at all marked the pos- 
sibility of a predisposition to cancer should be 
considered and the condition regarded with the 
same suspicion as the diffuse forms of hyperplasia 
of the breast epithelium. In the cases of women 
at or past the menopause age an adequate dose of 
radium is the most efficient method of controlling 
bleeding and possibly the best prophylactic measure 
against the development of cancer. 

E. L. Cornetr, M.D. 


Guilhem and Gouzy: Pyometra After Treatment 
of Cancer of the Uterine Cervix with Radium 
(Les pyométries aprés traitement du cancer dv 
ene par le radium). Presse méd., Par., 193°, 
xl, 242. 


Pyometra complicating cancer of the cervix has 
become much more frequent since the use of radium 
therapy. Of 751 cases of cancer of the cervix, it 
occurred in 8 (1.06 per cent). 

Predisposing factors are: (1) failure of the ir 
radiation to stop the secretory activity of the 
endometrium because of improper application of 
the radium, (2) uterine infection (cancers of the 
cervix are always infected, commonly with a variety 
of organisms), (3) tissue destruction by the radium, 
(4) stenosis of the cervix, and (5) atony of the 
muscle wall of the uterine corpus with loss of ex 
pulsive force. 

Pyometra may appear from a few weeks to 
several months after the radium treatment. It is o/ 
2 clinical types, the open and the closed. 

In the open type the symptoms are milder and the 
cervix is not tightly closed. The passage of a uterine 
sound can be done without much difficulty and is 
followed by free drainage and amelioration of the 
symptoms. The prognosis in the open type oi 
pyometra is good. 

In the closed type of pyometra the onset is in 
sidious and the course more hectic. The patient 
is quite septic and has a high fever, but uterine colic 
is not always present. The occlusion of the cervix 
often prevents the passage of ordinary dilators. 
The prognosis in this type is poor. 

Possible complications of pyometra are: (1) 
spontaneous rupture of the uterus followed bh) 
general peritonitis, (2) phlebitis, especially of the 
pelvic veins, (3) pelvic peritonitis, (4) pelvic 
cellulitis, (5) septicaemia, and (6) peritonitis from 
perforation of the uterus in attempts to dilate the 
stenosed cervix. 

The diagnosis is usually made easily from the 
history of previous radium treatment, the evidence 
of infection, paroxysmal uterine colic, enlargement 
of the uterus, and the free discharge of pus from the 
uterus following the passage of a sound or dilator. 


The treatment should be both prophylactic and 
curative. Prevention may be accomplished by 
thorough disinfection of the cervix and the use of 
vaccines before irradiation with radium, the use of a 
good technique in the application of the radium so 
that the corpus of the uterus will be fibrosed without 
stricture formation in the cervix; frequent dilatation 
of the cervix after the radium treatment to promote 
free drainage of the uterus; and frequent observation 
of the patient after the irradiation. 

Curative measures include serum therapy and 
dilatation of the cervix to permit the escape of the 
purulent uterine contents. In some cases fundal, 
subtotal, or total hysterectomy may be advisable, 
but this is likely to be exceedingly difficult and 
dangerous because of the peritonitis, adhesions, 
cellulitis, and tubo-ovarian involvement associated 
with the pyometra. GrorGE H. Garpner, M.D. 


EXTERNAL GENITALIA 


Forlini, E.: Melanotic Carcinoma of the Clitoris 
(Carcinoma melanotico del clitoride). Riv. ital. di 
ginec., 1932, xiii, 306. 

The author reports the case of a woman fifty-four 
years of age who presented a lesion involving the 
whole glans of the clitoris. There was no inguinal 
adenopathy. The tumor was excised and a diagnosis 
of melanotic carcinoma was made. Metastasis to 
the abdominal nodes was found eight months later, 
and the patient died eleven months after the opera- 
tion. The diagnosis was confirmed by X-ray exami- 
nation, but autopsy was not performed. From a 
careful microscopic examination of the tissue Forlini 
concluded that the lesion was an alveolar cancer of 
the epidermis with elements which retained a mel- 
anoblastic potentiality. He believes that the re- 
gional nodes should be removed even when they do 
not seem to be involved by metastasis. 

Eucene T. Leppy, M.D. 


MISCELLANEOUS 


Cannon, D. J.: Resection of the Presacral Nerve for 
Intractable Dysmenorrhcea Complicated by 
Severe Bleeding. Jrish J. M. Sc., 1932, No. 76, 
150. 


The author reports a case of dysmenorrhcoea in an 
unmarried woman twenty-five years of age which 
was completely relieved by resection of the presacral 
nerve together with resection and mobilization of 
the ovaries after it had resisted treatment by dilata- 
tion of the cervix, curettage, resection of the ovaries, 
suspension of the uterus, and endocrine therapy in- 
cluding irradiation of the pituitary gland. He be- 
lieves that the mobilization of the ovaries was re- 
sponsible for the relief of the premenstrual pain and 
the resection of the presacral nerve for the relief of 
re dysmenorrhoea and the control of the heavy 
flow. 

According to Whitehouse, dysmenorrhcea is al- 
ways due to abnormal activity of the luteinizing 
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hormone of the pituitary gland, other anomalies be- 
ing at most only contributory. In Cannon’s case 
glandular hyperplasia was present and there were no 
fragments of decidua. Cannon attributes the dys- 
menorrhcea to a primary fault of the nervous mecha- 
nism controlling menstruation, and believes that 
psychotherapy begun early might have been effective. 

Cannon states that dilatation and curettage are 
beneficial only in cases with spasm of the circular 
fibers of the internal os and fail to relieve those with 
irregular contractions of the body of the uterus. 

The operation for resection of the presacral nerve 
is described. Henry S. ACKEN, Jr., M.D. 


Loeb, L.: The Specificity in the Action of the Ante- 
rior Pituitary of Different Mammals as Well as 
of Urine of Pregnant Women on the Sex Organs 
and Thyroid Glands of Immature Female 
Guinea Pigs. Endocrinology, 1932, xvi, 129. 


The investigations reported by the author showed 
that preparations of the anterior lobe of the pituitary 
gland from different mammalian species differ from 
one another ir. their effects on the sex organs and the 
thyroid of the immature guinea pig. 

According to their action on the ovary the prepa- 
rations may be arranged in the following order: (1) 
anterior lobe of the pituitary gland of the guinea pig, 
(2) anterior lobe of the pituitary gland of the rabbit 
and cat, (3) the urine of pregnant women, and (4) 
various preparations of the anterior pituitary gland 
of cattle (pieces of the gland, acid and alkali ex- 
tracts, and residues). This order indicates a decreas- 
ing tendency to promote growth and an increasing 
tendency to promote the development of theca 
interna lutein bodies and interstitial glands in the 
absence of growth-promoting functions. Prepara- 
tions 2 and 3 had, in addition, a pronounced tend- 
ency to cause maturation of the granulosa which 
sometimes extended even to smaller follicles, while 
Preparation 1 tended to cause maturation of only 
the granulosa of very large follicles which would 
naturally undergo maturation. Preparation 2 had 
a definite tendency to accelerate the growth of fol- 
licles, while Preparation 3 failed to show this tend- 
ency or showed it in only slight degree. 

According to their effects on the thyroid gland of 
the immature guinea pig the order of these prepara- 
tions is as follows: (1) acid and alkali preparations 
and, to a less extent, pieces of gland and residue 
after extraction of the anterior lobe of the pituitary 
gland of cattle, (2) rabbit, (3) cat, and (4) guinea pig, 
and (5) the urine of pregnant women. This order 
corresponds to a decreasing hypertrophy. Prepara- 
tions 1 caused the greatest hypertrophy, Prepara- 
tion 5 the least, and Preparation 4 almost as little as 
Preparation 5. In this connection, however, it is 
necessary to take into consideration the fact that the 
amounts of the various preparations from the ante- 
rior lobe of the pituitary gland of cattle which were 
administered differed in the quantity of the sub- 
stance causing hypertrophy of the thyroid gland, 
and that the quantity of the anterior lobe of the 


pituitary gland of the guinea pig is less than that of 
the anterior pituitary gland of the cat or rabbit. 
Moreover, the quantity of preparations of the ante- 
rior lobe of the pituitary gland of cattle adminis- 
tered was on the whole, greater than the quantity of 
the preparations of the anterior lobe of the pituitary 
gland of the guinea pig, rabbit, and cat. 

The difficulties in interpretation arising from 
these differences in absolute quantities can be over- 
come to some extent by: (1) varying the quantities 
of anterior lobe of the pituitary gland used in each 
species and determining the influence of these varia- 
tions on the effects produced by these preparations, 
and (2) comparing the action on the thyroid gland 
with the action on the sex organs of the guinea pig 
and thus obtaining a standard of efficiency of the 
material administered. 

Interpretation requires the consideration of three 
possibilities. It is possible, for instance, that a single 
active principle in the anterior lobe of the pituitary 
gland may be responsible for all of the changes ob- 
served in the sex organs and thyroid of the guinea 
pig. If present in smail quantity this substance 
accelerates the growth of follicles. As soon as the 
follicles reach a large size they mature and ovulation 
occurs. Mature follicles which do not rupture may 
be converted into large granulosa lutein bodies. If 
the substance is present in a larger quantity it does 
not induce the rapid growth of follicles or the ma- 
turation and rupture of large follicles but, instead, 
accelerates atresia of the follicles and with this 
atresia causes hypertrophic and hyperplastic changes 
in the theca interna and leads to the production of 
theca interna lutein bodies and interstitial gland. 
In small or medium-sized growing follicles the granu- 
losa may mature prematurely and as a result a pre- 
mature aging may take place and the theca interna 
may hypertrophy around such growing follicles. 
The anterior lobe of the pituitary gland of different 
species differs in the amount of this substance it con- 
tains. Only when the substance is present in larger 
quantities does the thyroid become hypertrophic. 

The second possibility to be considered is that 
there may be at least two active substances in the 
anterior lobe of the pituitary gland, one of them 
causing the growth, maturation, and rupture of 
large follicles, and the other causing the changes 
noted in the sex organs and hypertrophy of the thy- 
roid gland. In different species these two substances 
are present in different quantities. Thus, in the 
anterior lobe of the pituitary gland of the guinea 
pig the growth-promoting substance greatly pre- 
dominates, while in the anterior lobe of the pituitary 
gland of cattle the second substance predominates. 
The urine of pregnant women also contains a sub- 
stance which induces luteinization processes. 

The third possibility to be considered is that the 
effects called forth by the anterior lobe of the pitui- 
tary gland of different species depend not only on 
the character of the species from which the lobe is 
taken but also on the species of animals used as test 
organisms. 
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The author found that the effects characteristic 
of each species could be intensified by the use of 
larger quantities of the various substances, but so far 
he has been unable to abolish the differences observe! 
in different species by varying the amounts used. 

With regard to the findings in the vagina Loe) 
says that a correspondence between the develop 
ment of the follicles and the proliferation of the vagi- 
nal epithelium was noted. If large follicles develo; 
without the presence of inhibiting factors the growth 
in the vagina may be incomplete. This may be true 
even in normal immature guinea pigs. The full 
development of the corpus luteum represents an 
inhibiting factor. During the normal cycle a prolii- 
eration of the vagina does not take place, notwith 
standing the presence of mature follicles, until the 
corpus luteum has begun to retrogress and the next 
ovulation is imminent. The administration of prepa- 
rations of the anterior lobe of the pituitary gland 
which cause the development of hypotypical fol- 
licles with or without interstitial gland or theca 
interna lutein bodies leads to inactivity of the vagina 
(effects of extracts of the anterior lobe of the pitui- 
tary gland of cattle). The presence of mature fol- 
licles in combination with interstitial gland or lutein 
bodies leads usually to an incomplete proliferation 
of the vagina. The presence of mature follicles not 
associated with the formation of interstitial gland or 
lutein bodies, and especially the presence of these 
structures directly preceding ovulation, leads to full 
proliferation of the vagina with the production oi 
keratin. The injection of the urine of pregnan! 
women causes a very slight proliferation of the va 
gina, presumably due to the presence of theelin and 
theelol (Doisy and associates) in such urine. In 
cases in which the development of the interstitial! 
gland was so pronounced that it occupied the 
greater part of the ovary the vagina presented a 
condition similar to that observed in pregnant and 
hysterectomized guinea pigs, in which an excess of 
mucoid secretion is produced in the large cylindrica! 
surface cells of the epithelium and exerts pressure 
on the layer of flat epithelial cells underneath. 
Such changes were noted after about twenty days 
when urine was injected daily, and also after long 
continued inoculations of preparations of the an- 
terior lobe of the pituitary gland of the rabbit. 

These observations suggested that not only corpus 
luteum, but also interstitial gland and lutein bodies 
may exert an inhibiting effect on the vagina. How- 
ever it will be necessary to study further the vari- 
able efficiency of mature follicles in setting free the 
growth-promoting factors acting on the vagina un 
der different conditions. It was found that the 
stages intermediate between full proliferation and « 
resting condition would have escaped recognition i! 
vaginal smears alone had been used. 

Proliferation of the mammary gland was usuall\ 
associated with a full development of mature fol- 
licles. The behavior of the uterus varied somewhat 
under different conditions and needs further experi 
mental analysis. 


cl 
g 
a 
t| 
ti 
le 
fi 
a 
il 
t 
h 
t 
( 


GYNECOLOGY 


With regard to the relationship between the 
changes observed in the sex organs and the thyroid 
gland after the administration of preparations of the 
anterior lobe of the pituitary gland the author says 
that while there is no connection between the promo- 
tion of follicular growth in the ovaries and hyper- 
trophy of the thyroid gland, there is a certain paral- 
lelism between the tendency of certain preparations 
of the anterior lobe of the pituitary gland to inhibit 
full growth of the follicles and intensify follicular 
atresia, to produce theca interna lutein bodies and 
interstitial gland on the one hand and induce hyper- 
trophy of the thyroid gland on the other. This paral- 
lelism suggests that the substance causing thyroid 
hypertrophy and the substance causing luteiniza- 
tion of the ovary are identical. Apparently contra- 
dictory to this conclusion is the failure of the urine of 
pregnant women to cause thyroid hypertrophy while 
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it causes luteinization. The possibility was sug- 
gested that this urine contains a substance which 
antagonizes the effect of the anterior lobe of the 
pituitary gland on the thyroid gland (experiments 
have shown that this is not the case) or that the ac- 
tive substance in the urine which acts on the ovary 
is different from the active substance present in the 
anterior lobe of the pituitary gland. The recent ex- 
periments of Reichert, Pencharz, Simpson, Meyer. 
and Evans, which showed that, in the dog, the urine 
of pregnant women becomes ineflective after hv- 
pophysectomy, are in harmony with the author's 
assumption that the substances active in the urine of 
pregnant women and in the anterior lobe of the 
pituitary gland are not identical. However, there is 
still the possibility that the action on the thyroid and 
the luteinizing effect on the ovary are due to differ- 
ent substances. CuarLes Baron, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Clason, S.: Eclampsia or Salvarsan Poisoning? 
Three Deaths with a Debatable Cause (Eklamp- 
sie oder Salvarsanvergiftung? Drei Todesfaelle mit 
diskutabler Genese). Acta obst. et gynec. Scand., 
1932, xii, 40. 

In most obstetrical reference and textbooks no 
mention is made of the fact that the cerebrospinal 
form of salvarsan poisoning is clinically and ana- 
tomically so extremely like eclampsia that a differ- 
ential diagnosis is almost impossible. The author re- 
views the literature and reports three cases. The 
similarity of the conditions renders treatment diffi- 
cult as it is not advisable to give the adrenalin in- 
jections indicated in salvarsan poisoning if eclampsia 
cannot be excluded. 

In this connection Clason discusses the question 
as to whether or not the risk of salvarsan poisoning 
is greater during pregnancy than at other times. As 
he finds certain indications suggesting an affirmative 
answer, he recommends great caution in the treat- 
ment of pregnant women with salvarsan. 


Lorenzetti, F.: A Possible Error in the Diagnosis 
of Abortion. Clinical and Histopathological 
Considerations (Su di un possibile errore in tema 
di diagnosi di pregresso aborto. Considerazioni cli- 
niche ed isto-anatomo-patologiche). Clin. ostet., 
1932, Xxxiv, 87. 

The author reports three almost identical cases 
presenting the typical symptoms of an interrupted 
or disturbed pregnancy with possible internal 
abortion. Studies of the uterine scrapings showed 
no evidence of uterine pregnancy, but disclosed a 
non-homogeneous proliferative process of the uterine 
mucosa with disintegration of the superficial layer 
and necrobiotic changes in the deep layers secondary 
to a circulatory disturbance. The author believes 
these changes may have been due to a persistent 
mature graafian follicle with prolonged stimulation 
of the endometrium or to some other peculiar func- 
tional anomaly of the ovary. Conservative treat- 
ment failed to cause improvement, but curettage 
was followed promptly by cure. 

A. Louts Rost, M.D. 


LABOR AND ITS COMPLICATIONS 


Slemons, J. M.: The Induction of Labor at Term. 
Am. J. Obst. & Gynec., 1932, xxiii, 494. 


In the method recommended by the author 2 oz. 
of castor oil and ro gr. of quinine are given and four 
hours later the membranes are ruptured. Unless a 
complication of pregnancy demands haste, the char- 
acter of the cervix should be favorable to rupture of 


the membranes before this method is employed. [n- 
duction is postponed until the internal os will adinit 
two fingers. 

After the membranes have been ruptured it is dle- 
sirable to check the fetal heart sounds, to ascertain 
by abdominal palpation the relation of the head to 
the pelvic inlet, and to note the degree of uterine re 
traction following the escape of the amniotic tluid. 
A careful study may reveal conditions unfavorable 
to the use of pituitary extract, but the author has 
never encountered them. Asa rulea small pledget of 
cotton which will fit the nostril is fastened to a string 
to facilitate its removal, saturated with pituitary ex 
tract, and placed between the septum and the in- 
ferior turbinate. 

This procedure may sometimes shorten the 
course of labor although it is not recommended for 
that purpose. 

The author has employed the method described in 
132 cases. One hundred of the women were multip- 
are. None of the mothers died, but one of the in- 
fants was born dead. The author believes that the 
stillbirth must be charged against the method as no 
other cause could be ascertained. 

E. L. Cornett, M.!). 


Morillo, Ufia, L.: The Use of Thymophysin in 
Obstetrics (Il empleo de la timofisina en obstetri- 
cia). Prog. de la clin., Madrid, 1932, xx, 85. 

Thymophysin was introduced in obstetrics in 1925 
by Temesvary. It is a combination of the extract 
of the posterior lobe of the pituitary gland and ex- 
tract of the thymus. The thymic extract inhivits 
the tetanic contractions frequently produced by 
pituitrin used alone and prevents fatigue of the 
uterine muscle or relieves it if it is not excessive. 
Its action is not specific as it can be produced by 
other substances, especially proteins and_ their 
derivatives. 

Eleven cases in which thymophysin was employed 
are reported. They are divided as follows: 

Group 1. Three cases in which labor was over- 
due. In these cases the thymophysin was used to 
induce labor. Two of the women had a contracted 
pelvis and were delivered by Kroenig’s section aiter 
good uterine contractions had begun. ‘The other 
woman was delivered spontaneously. 

Group 2. Seven cases of primary inertia. In 
these cases the thymophysin was used to strengthen 
the uterine contractions. In six, delivery occurred 
spontaneously and in one case the forceps were use. 
Failure of thymophysin in the last case was attri0- 
uted to its late use. Five of the women were prim) 
are. The duration of labor after the adminis(ra- 
tion of the thymophysin varied from thirty minutes 
to six and a half hours, depending on the case «nd 
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the stage of labor at the time the thymophysin was 
administered. 

Group 3. One case, in which the drug was used 
to strengthen contractions in preparation for ce- 
sarean section. ‘The uterine segment and cervix 
were sufficiently dilated to permit a low cesarean 
section. 

The thymophysin produced perfectly rhythmical 
contractions with good relaxation of the uterus be- 
tween the pains. It had no harmful effects on the 
mother or the child. In the dosage used, it had no 
eflect on the blood pressure when it was admin- 
istered subcutaneously or intramuscularly. 

The indications are as follows: 

t. Induction of labor. In the author’s three cases 
good results were obtained with a dose of 0.2 c.cm. 
every thirty minutes until good contractions ap- 
peared and then as frequent injections as necessary 
of 0.5 c.cm. in the cases of primipare and 1.0 c.cm. 
in the cases of multipara. During the first stage not 
more than o.5 c.cm. should be given. When thymo- 
physin is used in preparation for cesarean section 
in cases of overdue labor it has the advantage of 
dilating the lower segment of the uterus and the 
cervix so that a low section can be performed and 
brings the patient to operation with good uterine 
contractions. In cases in which section is to be done 
after rupture of the membranes it is indicated espe- 
cially to lessen contamination of the uterine cavity 
and facilitate low section. For such cases the author 
recommends giving a dose of 0.5 c.cm. while prepara- 
tions are being made and o.5 c.cm. more five minutes 
before the operation is begun. 


2. Primary inertia. In this condition thymophysin 
will act only if the retractability of the uterus is not 
impaired. It is therefore contra-indicated in cases 
of hyperdistention of the uterus such as hydramnios 


and multiple pregnancies. If primary inertia is 
recognized early and o.5 c.cm. of thymophysin or 
less is given promptly and repeated as often as neces- 
sary the initial disturbance will be corrected, the 
period of dilatation shortened, and the use of forceps 
will be rendered unnecessary by the prevention of 
fatigue and hypertonicity of the uterus during the 
second stage. By shortening the duration of labor 
and rendering the application of forceps unnecessary 
it decreases the danger of cerebral hemorrhage in 
the child and of injury to the genital tract of the 
mother. It will also decrease the psychic trauma of 
prolonged labor with interference, which is mani- 
fested later by frigidity during coitus, dyspareunia, 
amenorrhoea, and dysmenorrhcea. In cases of rup- 
ture of the membranes with primary inertia, thymo- 
physin should be used promptly, before intra- 
partum infection sets in. ° 

3. Eclampsia. The author believes that thymo- 
physin is indicated in cases of eclampsia in which 
it is too late for caesarean section and the head is not 
low enough for the application of forceps. 

In conclusion the author says that during the 
expulsive period thymophysin is not much superior 
to pituitrin. W. H. Martinez, M.D. 
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Danforth, W. C.: The Treatment of Occiput- 
Posterior Positions, with Especial Reference 
to Manual Rotation. Am. J. Obst. & Gynec., 
1932, Xxiii, 360. 

This report is based on 256 right and 20 left 
occiput-posterior presentations. Good obstetrical 
strategy demands that the woman be gotten into 
the second stage with her physical powers as nearly 
intact as possible and with minimal impairment 
of her nervous forces. Accordingly the judicious 
use of some form of opiate is often of value. 

Dilatation should occur by the normal mecha- 
nism. Interference to hasten it should usually be 
avoided. In carefully chosen cases, however, it 
may be completed manually or by Duhrssen’s 
incisions. 

In 65.4 per cent of the cases reviewed delivery 
occurred spontaneously or was effected by the 
application of forceps at the outlet. 

If failure of anterior rotation occurs, or if the 
head rotates anteriorly only part way, the following 
method of manual rotation is employed: 

After waiting for the head to become engaged and 
for any necessary moulding to occur, the right hand 
is introduced and the head grasped with the fingers 
and thumb which are spread out so that the force 
used will be distributed over the fetal head as widely 
as possible. At the same time the left hand is applied 
to the mother’s lower flank, as nearly as possible 
under the fetal shoulder. Simultaneously the hand 
within the vagina, which is grasping the head, and 
the external hand rotate the head and the body. 
For success in this maneuver it is necessary for the 
uterine musculature to be relaxed with ether. If 
possible, the head is overcorrected. 

The thumb of the internal (right) hand is then 
withdrawn, the tips of the fingers being left in con- 
tact with the lower part of the child’s face in order 
to prevent backward rotation into the original 
position. At this point the operator’s left hand 
leaves the abdomen of the mother and is replaced 
by the hand of an assistant or nurse. The replacing 
hand may be applied under the sterile sheets with- 
out disturbing asepsis. The left blade of the forceps 
is then introduced by the operator with his left 
hand, the blade being passed inside the fingers of 
the right hand which still remains in place. After 
the introduction of this blade an assistant holds 
the handle and at the same time exerts gentle trac- 
tion laterally. In this way a gentle lever action is 
produced, the blade of the forceps causing pressure 
against the child’s head instead of the operator’s 
hand, thus hindering backward rotation. The right 
blade is then introduced and the blades are closed. 
With 1 or 2 fingers the operator assures himself 
that the occiput remains anterior. Extraction may 
then be done. 

This procedure was carried out in 76 of the cases 
reviewed. In 9 it was attempted but failed and 
version was done at once. In 8 cases version was 
done without any attempt at manual rotation. In 
104 cases simple outlet forceps were used, after 


= 
- 
it 
in 
le 
iS 
f 
Ie 
yr 
n 
)- 
ie 
n 
5 
‘t 
is 
1e 
ir 
d 
d 
n 
n 
d 
i. 
)- 
\- 
‘Ss 
d 


138 


spontaneous rotation. There were no maternal 
deaths. 

Any woman whose temperature rose to 100.4 
degrees F. at any time was included in the morbidity 
list. Such a rise in the temperature occurred in 10 
cases after manual rotation, its incidence being 
therefore 15.1 per cent. 

In the discussion of this report HILtis said that 
although manual rotation is the procedure of choice 
in cases of occiput-posterior position, a substitute 
for it is needed. Such a substitute is the use of the 
Kjelland forceps. 

CorNELL called attention to a method of rotating 
the posterior head which he has found useful. He 
fits the fingers into the upper lambdoid suture and, 
with the pain, pushes the occiput forward in an 
upward circular manner toward the pubis, using 
the lambdoid suture as a lever. In this way rotation 
is often accomplished easily. 

Homes stated that while the Scanzoni maneuver 
is sometimes absolutely necessary, manual correc- 
tion is usually far superior and much safer. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Zocchi, S.: The Permeability and Resistance of the 
Capillaries in the Normal and Pathological 
Puerperium (Ricerche sulla permeabilita e sulla 
resistenza dei capillari nel puerperio normale e 
patologico). Folia gynaecol., 1931, xxviii, 505. 

The author reviews the literature and reports his 
findings in fifty cases in which the puerperium was 
normal and thirty-two cases in which it was ab- 
normal. 

In studying the permeability of the capillaries he 
used Petersen’s method. A cantharides plaster was 
applied over 3 sq. cm. of the outer surface of the 
thigh for six hours. After the vesicle had reached a 
certain size it was punctured and the fluid caught 
in sterile test tubes. A little blood taken at the bend 
of the elbow and the serum from the vesicle were 
then examined with the refractometer with the use 
of Reiss’ table. 

To determine the resistance of the capillaries, an 
elastic ligature not tight enough to stop the arterial 
pulse was placed around the arm, three or four 
fingerbreadths above the elbow, for five minutes. 
If this test was positive, punctate hemorrhages 
about the size of pinheads appeared below the 
ligature. The distance they extended from the 
ligature determined the degree of positiveness. To 
determine whether there was any relation between 
this endothelial sign and the arterial pressure, 
measurements of the maximum and minimum 
arterial pressure were made. 

It was found that in the normal puerperium the 
permeability of the capillaries remains low except on 
the second and third days and the endothelial sign 
is always negative. In the pathological puerperium 
the permeability of the capillaries is always high 
and is highest in the serious and fatal cases. It is 
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therefore of value in the prognosis. While the 
endothelial sign appears during high fever, it has no 
relation to either the course of the disease or the 
seriousness of the infection. 

Zocchi believes that the changes in the function 
of the capillaries may be due partly to irritation 
caused by products of metabolism and partly io 
reflexes from the sympathetic nervous system. 

AuprEY Goss MorGan, M.D. 


MISCELLANEOUS 


Benhamou, E., and Nouchy, A.: The Blood Plate- 
lets in the Course of Menstruation, Pregnancy, 
and the Puerperium (Les plaquettes sanguines 3; 
cours de la menstruation, de la grossesse et des suite. 
de couches). Gynéc. et obst., 1932, XXV, 97. : 

The authors studied the blood platelets in the 
course of menstruation and the menopause, after the 
injection of folliculin, and during pregnancy, labor, 
and the puerperium. They used the Van Herwerde,. 
Van Goidsenhoven technique modified by the addi- 
tion of brilliant cresyl blue to the dilution liqui:. 
They state that if the digestive periods are considere«| 
and blood samples are taken at the same hour ij 
the morning with the subject fasting, the results 
will be constant and comparable with each other. 
In the normal woman the average number of plate- 
lets oscillates between 330,000 and 380,000. 

Menstruation is always accompanied by a e- 
crease in the number of platelets. The decrease may 
be sudden, occurring immediately before menstrua- 
tion, or gradual. 

Injections of folliculin do not seem to provoke 
great variations in the number of platelets an 
never cause an increase. 

The menopause has little effect on the platelets. 

Pregnancy is generally accompanied by. a distinct 
and progressive increase in the number of platelets. 
At the end of pregnancy the number oscillates he- 
tween 500,000 and 600,000. This increase is one of 
the factors in the biological diagnosis of pregnancy. 

In the course of labor a decrease in the number «{ 
platelets begins, and after delivery the decrease bhv- 
comes more marked. 

In the course of the puerperium the number o/ 
platelets begins almost imperceptibly to increase 
until, by the eighth or ninth day, the number is 
normal. Pace. 


Bourg, R.: Biological and Clinical Study of Hydatid 
Mole and Chorionepithelioma (Etude biologiqu« 
et clinique de la mole hydatique et du chorioépiti: 
liome). Rev. frang. de gynéc. et d’obst., 1932, xxvii, \. 

The recent demonstration of prolan or gravidin in 
the body fluids of pregnant women represents 
valuable contribution to our knowledge of hydat: | 
mole and chorionepithelioma from both the biologi 
cal and the clinical point of view. 

The anatomopathological examination, which is 
of value only as a supplement to clinical examina 
tion, has been generally regarded as of no aid in re- 
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vealing the benign or malignant character of a mole. 
The diagnosis of the condition has been based chiefly 
on the coexistence of three cardinal signs—hamor- 
rhage, toxemia, and excessive size of the uterus in 
relation to the stage of the pregnancy. 

Aschheim and others have shown that the Asch- 
heim-Zondek reaction is positive in the presence of 
a mole, and Fels, Otto, and others have found it posi- 
tive also in cases of chorionepithelioma. In mole the 
reaction is from five to ten times as strong as in nor- 
mal pregnancy. In chorionepithelioma the content 
of prolan in the urine is greater than in normal preg- 
nancy, but not so great as in mole. According to 
Zondek, a diagnosis of mole may be considered con- 
firmed if the female mouse gives a positive reaction 
to 0.005 c.cm. of urine, which corresponds to a con- 
centration of about 200,000 mouse units of the ac- 
tive substance per liter of urine. In normal preg- 
nancy the concentration varies from 5,000 to 30,000 
mouse units per liter. 

Bourg draws the following conclusions: 

1. A reaction which is very marked or is ob- 
tained with very dilute urine suggests hydatid mole 
or chorionepithelioma. 

2. A positive reaction confirms a diagnosis of 
chorionepithelioma based on clinical findings or on 
the scrapings of curettage. 

3. In cases of testicular tumor a positive reaction 
will permit the diagnosis of chorionepithelioma be- 
fore anatomical examination. 

4. A normal pregnancy reaction does not rule out 
the possibility of mole. 

5. Especially in cases of old pregnancy which has 
passed term by several months, a negative reaction 
does not entirely exclude mole. The character of the 
reaction in these cases may be explained by degen- 
eration of the molar tissue or the interposition of a 
thick layer of fibrin between the vesicles and the 
uterine mucosa. 

The reaction is of value also from the therapeutic 
standpoint. A positive reaction fifteen days after 
curettage suggests that the curettage was not com- 
plete and that molar vesicles are retained. How- 
ever, the result of this biological test does not permit 
exclusion of a perforating mole or malignant degen- 
eration of elements remaining in the uterus. After 
normal pregnancy the reaction remains positive for 
from three to eight days. In cases of hydatid mole 
without malignant change it may remain positive 
for from ten days to several months after complete 
evacuation of the uterus. According to the majority 
of reports, however, the active substance disappears 
within fifteen days. Therefore a reaction remaining 
strongly positive after fifteen days is to be regarded 
as an indication for renewed examination of the 
uterus and possibly for hysterectomy. The clinical 
findings must also be considered. The clinical indi- 
cations for hysterectomy are insufficient involution 
of the uterus, irregularity of the uterine walls, and a 
bloody or purulent oozing from the cervix. 

A reaction remaining strongly positive one or 
more months after curettage indicates that prolif- 
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erating molar vesicles still remain in the uterus or 
have given rise to a chorionepithelioma. 

The late reappearance of a positive reaction after 
one or more negative reactions in the absence of a 
new pregnancy indicates that tiny rests have given 
rise to a recurrence or a chorionepithelioma. 

A persistently negative reaction excludes the de- 
velopment of mole with or without associated ova- 
rian cyst formation. However, it does not exclude 
the possibility of prolonged retention of molar vesi- 
cles or of a degenerated or degenerating chorion- 
epithelioma in the uterus or its walls. 

Metastases from chorionepithelioma will give a 
positive reaction like that produced by the primary 
tumor. Therefore an early diagnosis of metastases 
is possible. 

In the determination of the prognosis of chorion- 
epithelioma a series of biological tests will give bet- 
ter information than the histological findings. In a 
case reported by Falbusch in which the anatomo- 
pathological findings indicated chorionepithelioma, 
but the tests were repeatedly negative, complete re- 
covery followed curettage, and in one of the author’s 
cases in which the reaction was negative a few days 
after curettage and negative before hysterectomy 
operation revealed chorionepitheliomatous tissue in 
the submucosa in a state of regression or hyaline 
degeneration. 

Two theories have been advanced to explain the 
production of a substance peculiar to pregnancy, 
but as yet it is impossible to determine which is 
correct. Zondek and Aschheim believe that prolan 
has its origin in the anterior lobe of the pituitary 
gland, whereas Philipp, Fels, Klein, and Bourg be- 
lieve it is produced by the placenta. During preg- 
nancy it is present in the placenta, but not in the 
anterior lobe of the pituitary gland. Reichert and 
Evans have shown that, in contrast to pituitary ex- 
tract, prolan in large doses or given over a consider- 
able period of time has no effect on hypophysec- 
tomized dogs or rats. The placenta excretes prolan. 
In mole and chorionepithelioma the pituitary 
changes are the same as those seen in normal preg- 
nancy. It appears that mole and chorionepithelioma 
secrete prolan like the placenta and do not represent 
mere reservoirs where prolan is accumulated after 
being secreted by the anterior lobe of the pituitary 
gland. Moreover, chorionepitheliomatous tissue in 
active proliferation, whether it is of testicular or 
ovarian origin, will always, upon implantation, give 
a positive reaction. It therefore contains the active 
substance and contains it in much greater quanti- 
ties than the normal placenta. 

Nevertheless it is certain that pathological chori- 
onic tissue no longer secretes prolan when it begins to 
degenerate. This explains why negative reactions are 
obtained in some cases. As the decidual reaction is 
usually slight in mole and chorionepithelioma, it is 
unlikely that this reaction has any part in the pro- 
duction of prolan in these conditions. 

The injection of prolan into female animals pro- 
duces two types of reaction in the ovaries. In mice 
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and rats false corpora lutea are formed at the expense 
of the theca interna of follicles which do not become 
cystic. The process represents a new method of in- 
duced atresia of the ovarian follicle. In cats, the 
injection of prolan is followed by the formation of 
follicular cysts accompanied by lutein transforma- 
tion of the granulosa which hypertrophies, becoming 
fatty and vascular. 

The ovaries of women with hydatid mole or cho- 
rionepithelioma react to the abnormal amount of 
prolan in the blood by developing into a polycystic 
mass which frequently assumes voluminous propor- 
tions. 

There is no polycystic reaction of the ovaries after 
the mole or chorionepithelioma has begun to degen- 
erate. In cases of chorionepithelioma of the testicle 
an important hypertrophic reaction of the prostate 
and seminal vesicles occurs and the urine contains 
large quantities of prolan. When the mole is cured 
by an intervention, the cysts regress spontaneously 
and progressively and the amount of prolan in the 
body fluids diminishes. If the mole degenerates into 
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a chorionepithelioma the cystic lesions progress, 
finally drawing the attention of the clinician. 

These biological findings explain and confirm the 
classical opinion of the probability of malignant de- 
generation of the mole when ovarian cysts develo; 
or progress after its evacuation. 

Prolan injected into female animals may cause 
cystic changes in the ovaries. The changes in the 
ovary depend upon the quantity of the substance 
injected and the duration of its action and upon the 
species, functional state, and age of the animal use:. 
Experiments on cats suggested that the follicular 
fluid in the induced cysts should contain folliculin in 
large amounts. Like Otto and Roessler, the author 
was able to demonstrate the presence of prolan in the 
ovarian cysts of a patient. He believes it probable 
that this substance is derived from the transudation 
of serum through the vessels of the theca. The 
cystic fluid also contains fibrin. Bourg was unable 
to determine whether the liquid in the follicular 
cysts contained folliculin in an appreciable quantity. 

Epita S. Moore. 
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ADRENAL, KIDNEY, AND URETER 


Goldzieher, M. A., and Gordon, M. B.: The Syn- 
drome of Adrenal Hzemorrhage in the New- 
born. Endocrinology, 1932, xvi, 165. 


The authors have collected thirty-seven cases of 
adrenal hemorrhage in the newborn. They report 
six cases and review thirty-eight cases of adrenal 
hemorrhage in older infants. 

They believe that the diagnosis of adrenal hem- 
orrhage in the newborn may be made on the basis of 
two groups of symptoms: (1) acute insufficiency of 
the adrenals, which is associated with a high tem- 
perature, rapid respiration, a petechial or purpuric 
rash, cyanosis, metabolic changes manifested usually 
by hypoglycemia, and sometimes gastro-intestinal 
and nervous disturbances, and (2) internal abdominal 
hemorrhage with its accompanying signs and symp- 
toms. The prognosis is poor. 

The treatment suggested consists of blood trans- 
fusion, injections of glucose, and the administration 
of a potent extract of the adrenal cortex. 

Donatp K. Hisss, M.D. 


Johnson, C. M.: The Pathogenesis of Hydrone- 
phrosis. J. Urol., 1932, xxvii, 279. 


In order to follow the changes which occur in the 
renal tubules in progressive hydronephrosis, Johnson 
ligated and divided the left ureter at the uretero- 
pelvic junction in a number of young normal rabbits, 
sacrificed the animals after intervals of one, two, 
three, five, and eight months, and then studied the 
tubules by dissection according to the maceration 
method of Huber. 

He found that dilatation began in the glomeruli 
and convoluted tubules and soon involved the papil- 
lary ducts. At the end of a month, atrophy began 
in the glomeruli and the proximal convoluted tu- 
bules. Thereafter, atrophy of the secretory portion 
of the kidney continued with progressive dilatation 
of the collecting ducts. At the end of three months 
some of the glomeruli communicated directly with 
the collecting tubules as the result of shortening, 
straightening, and disappearance of the convoluted 
tubules. At the end of five months this communica- 
tion was entirely lost and there was maximum dilata- 
tion of the collecting tubules. Thereafter, gradual 
atrophy and shrinkage in all dimensions took place. 

THEODORE P. Graver, M.D. 


Simons, I.: The Surgical Treatment of Nephritis. 
J. Urol., 1932, XXvii, 399. 


In acute and chronic Bright’s disease surgery is 
indicated when the clinical picture is dominated by 
one or more of the following symptoms or signs: 
(1) severe renal pain, (2) massive renal haemorrhage, 


(3) the oliguria-anuria-uremia syndrome, and (4) 
any of these symptoms or signs associated with 
anasarca. 

A very careful and complete urological study is 
necessary to rule out conditions such as renal tuber- 
culosis with hemorrhage, calculous anuria, neo- 
plasm of the kidney or its pelvis, and other condi- 
tions which are not true Bright’s disease. 

Simons includes in his discussion several pyogenic 
conditions of hematogenous origin which are 
similar to Bright’s disease. 

Most of the conditions to be considered surgical 
belong to the groups known as: (1) acute diffuse 
glomerulonephritis, (2) chronic diffuse glomerulo- 
nephritis, (3) the kidney of pregnancy and eclampsia, 
(4) necrotic nephroses (caused by metallic poisons, 
etc.), (5) lipoid nephroses, (6) embolic purulent 
nephritis, and (7) focal and unilateral nephritis. 

In the treatment of these conditions semisurgical 
procedures such as lavage of the renal pelvis have 
a place. In selected cases, renal decapsulation, 
nephropexy, nephrotomy, or nephrectomy may be 
indicated. 

The author presents tables of cases reported in 
the literature in the period from 1920 to 1930. 
This decade was selected because it was recent, it 
was a period in which careful urological study of 
renal conditions was becoming more general, it was 
far enough removed from the period of over-enthu- 
siasm for renal surgery, particularly decapsulation, 
and it followed the adoption of the more modern 
pathological classification of nephritis. The statis- 
tics are suggestive although the number of cases 
is not large and undoubtedly many cases with a 
doubtful and unfavorable outcome were not 
recorded in the literature. As surgical intervention 
cannot cure the underlying nephritis in acute renal 
collapse with ascites and anuria, the use of the 
word ‘‘cure’”’ in the tables means only that the 
extreme condition was relieved. While in many 
cases the urine remained somewhat pathological for 
some time after the operation or even as long as 
the case was followed, the patients left the hospital 
with a new lease on life. C. Travers Sreprra, M.D. 


Brady, L.: Carbuncle of the Kidney (Metastatic 
Staphylococcus Abscess of the Kidney Cortex). 
J. Urol., 1932, xxvii, 295. 

To the eighty-seven cases of carbuncle of the 
kidney which have been reported in the literature 
to date the author adds a case of his own. The 
condition occurs most frequently between the ages 
of twenty and forty years. The two youngest 
patients were ten years old. Both recovered after 
operation. The oldest patient was a man of fifty-six 
years. Fifty-four of the patients were males. In the 
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reports of thirteen cases the sex was not recorded. 
The greater susceptibility of males, especially 
middle-aged males, to carbuncle of the kidney may 
be due to the fact that not infrequently in males 
there is back-pressure on the kidney due to obstruc- 
tion in the region of the prostate or the lower 
urinary tract which reduces the resistance of the 
renal cortex to infection. There is little difference 
in the frequency of involvement of the two kidneys. 
In only three cases on record were both kidneys 
involved. Two of the three patients with bilateral 
carbuncle died. They were the oldest patients, one 
being fifty-six and the other fifty-five years of age. 

Carbuncle of the kidney is caused by a metastatic 
staphylococcic infection which very frequently is 
limited to the renal cortex. The pelvis of the kidney 
is not involved. Asa rule the infection is secondary 
to a furuncle, abscess, or carbuncle of the skin or 
subcutaneous tissue. Occasionally, however, the 
carbuncle develops immediately after an acute 
respiratory infection, as in the case reported by the 
author. 

The typical carbuncle is made up of many small 
suppurating areas, some of which are of pinpoint 
size. The whole lesion is separated from the rest 
of the kidney by a definite ring of inflammatory 
tissue. Toward the center of the carbuncle there is 
sometimes a soft necrotic area in which the individual 
small abscesses have coalesced and therefore can no 
longer be recognized. 

In addition to these typical carbuncles there are 
found from time to time inflammatory lesions limited 
to the renal cortex which are of metastatic origin 
and are caused by the staphylococcus but do not 
show several points of suppuration although they 
have necrotic centers and walls of inflammatory 
tissue separating them from the rest of the kidney. 
These lesions have been called ‘“‘ metastatic staphy- 
lococcal abscesses of the renal cortex.’’ By some, 
notably Smirow, they are differentiated from car- 
buncle. 

Acute septic or embolic kidney, a condition in 
which the entire organ is studded with small 
abscesses, presents a very different pathological 
picture from that of carbuncle. Cases of pyelone- 
phritis are characterized clinically by the presence 
of large quantities of pus in the urine. 

Descriptions of carbuncle of the kidney have 
varied according to whether operation was per- 
formed early or late. The lesion starts in the kidney 
cortex, but soon extends to the fibrous capsule. 
Often there is penetration of the capsule with 
involvement of the fatty capsule and the formation 
of a perinephritic abscess. The fibrous capsule is 
usually found to be firmly adherent to the kidney 
in the region of the carbuncle, and both capsules 
are apt to be greatly thickened. The kidney is 
generally somewhat enlarged. The carbuncle varies 
in shape. On cross-section it often appears to be 
triangular with the apex of the triangle pointing 
toward the pelvis of the kidney. In Israel’s case it 
appeared to be raised from the surface of the rest of 
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the renal cortex so that it suggested a renal tumor, 
Often there is a fistula leading from the carbuncle 
into an infected perinephritic cavity. According tu 
some urologists, all perinephritic abscesses develop 
from carbuncles and therefore in all operations for 
perinephritic abscess the surgeon should inspect the 
kidney carefully for cortical suppuration. 

Microscopic sections of a kidney carbuncle show 
lymphocytes, plasma cells, and polymorphonuclear 
leucocytes. Staphylococci can generally be seen 
scattered through the tissues. It is often possible to 
recognize the individual minute abscesses by the 
strands of connective tissue separating them from 
each other. 

It is not clearly understood why, in children, 
pyogenic infections of the skin and subcutaneous tis- 
sues metastasize to the bones and cause osteomyc- 
litis whereas, in adults, they form metastatic 
lesions in the soft parts and particularly in the kid- 
neys. The ability of the staphylococcus to get a 
better foothold in the renal cortex than any other 
pyogenic organisms has been attributed to its ability 
to break down urea and use the split products for 
its maintenance. 

The diagnosis of the cortical lesions under discus- 
sion is rendered difficult by the absence of bladder 
symptoms and the fact that the cystoscopic appear 
ance of the bladder and ureteral orifices shows no 
characteristic changes. However, differential phtha- 
lein tests are of aid as there is a delay in the appear- 
ance of the dye from the affected side and the 
excretion of phthalein from the involved kidney is 
less than the excretion from the other kidney. .\ 
pyelogram may be helpful by revealing a filling 
defect due to the pressure of the carbuncle on the 
pelvis, a picture not unlike that produced by a neo 
plasm. The ureter of the involved kidney may show 
changes such as dilatation or kinking. 

In the cases of patients with a history of recent 
boil, carbuncle, or other staphylococcic infection 
and with pain in one flank, a high septic temperature, 
definite tenderness under one costal margin, an 
urine containing little or no pus, the diagnosis of 
=— of the kidney can frequently be made 
early. 

Renal carbuncles are most frequent at the renal 
poles, especially the upper pole. Operation is indi 
cated as soon as the diagnosis is made, but there has 
been a great difference of opinion as to what pro- 
cedure should be adopted. Many surgeons strong! 
urge nephrectomy in all cases of renal carbuncle. 
whereas others believe that the kidney should he 
saved whenever possible. Conservative operation 
has usually consisted of incision into the carbuncle 
and drainage, but in a few instances other operations 
have been employed, such as excision of the portion 
of the kidney containing the carbuncle or enucleatio!i 
with the finger. In the author’s case excision was 


impossible because of the size of the carbuncle. 
Therefore the kidney capsule was incised throug) 
out its length and drains were placed down to the 
carbuncle. 


After the operation, by irrigating the 


GENITO-URINARY SURGERY 


wound through a rubber drainage tube, the car- 
buncle was kept constantly bathed with a solution 
containing a staphylococcal bacteriophage. 
Non-operative treatment appears never justified 
in carbuncle of the kidney. 
C. Travers Stepita, M D. 


Mackenzie, D. W., and Ratner, M.: Metastatic 
Growths of the Ureter. Brit. J. Urol., 1932, iv, 27. 


The authors apply the term “metastatic growth” 
only to secondary lesions produced by way of the 
lymphatics or blood vessels. They state that 
although there are numerous communications be- 
tween the lymphatics of the pelvis and the ureter, 
metastatic growths in the ureter are extremely rare. 
The first metastatic growth in the ureter to be 
described was reported by Giordano and Bumpus in 
1922. Regnier reported a case in 1924 and Rathbun 
a case in 1929. In this article the authors report 
three cases. In the first case, that of a negro, there 
was a carcinoma of the prostate with metastases in 
both ureters, obstruction of the right ureter, and 
pyonephrosis of the right kidney. In the second 
case, that of a white male, there was a scirrhous car- 
cinoma of the stomach with a metastasis in the right 
ureter and pyonephrosis of the right kidney. In the 
third case, that of a white female, there was a car- 
cinoma of the cervix uteri with obstruction of the 
left ureter and pyonephrosis of the left kidney. 

GrLBert J. Tuomas, M.D. 


BLADDER, URETHRA, AND PENIS 


Gunsett, A.: Roentgen Therapy of Cancer of the 
Bladder by the Fractional Dosage Method (La 
roentgenothérapie du cancer de la vessie par la 
méthode de la dose fractionnée). Acta radiol., 
1932, xiii, I. 

Theauthor reviews twenty-six cases of cancer of the 
bladder treated by him during the period from 1922 
to 1929. Beginning with the second case in 1922, the 
treatment consisted of roentgen irradiation applied 
in divided doses over a period of about three weeks. 
In the first case treated in 1922 a single application— 
128 per cent of the erythema dose—was given, but 
was distributed over five days. After 1924 the dos- 
age was effected with the aid of Solomon’s iono- 
meter, from 4,000 to 5,000 r being given in the course 
of three weeks. The filter was t mm. of zinc or 
copper (later 2 mm. of copper) plus 2 mm. of alum- 
inum, and the distance was 40 cm. Some of the 
cases were treated with roentgen irradiation alone. 
In others the roentgen treatment was either pre- 
ceded or followed by electrocoagulation. 

Of the twenty-six patients, ten were still alive and 
free from symptoms at the beginning of 1932. The 
years in which these patients were treated were as 
follows: one, 1922; one, 1923; two, 1924; two, 1925; 
one, 1926; two, 1928; and one, 1929. Therefore, of 
nineteen patients treated more than five years ago, 
8 (42 per cent) still remain healed. 
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The author expresses the opinion that the treat- 
ment of extensive bladder tumors should begin with 
deep roentgen therapy and that electrocoagulation 
should be employed rather as a means of destroying 
such portions of the growth as may still remain after 
the roentgen treatment. In certain cases, however, 
roentgen treatment may be used after electroco- 
—* when the latter has given an unsatisfactory 
result. 


GENITAL ORGANS 


Hellstadius, A.: Urea-Tolerance Tests in Prostatic 
Hypertrophy (Harnstoff-Belastungsproben bei 
Prostata-Hypertrophien). Acta chirurg. Scand., 1932, 
Ixix, 330. 

The author made urea-tolerance tests in determin- 
ing the efficiency of the kidneys in cases of hyper- 
trophy of the prostate gland in order to obtain infor- 
mation regarding the capacity of the kidneys to ex- 
crete urea in cases in which the non-protein nitrogen 
in the blood is not markedly increased. 

In comparing the results of the urea-tolerance and 
the water tests a certain agreement was noted be- 
tween the two, but in some cases there was an obvi- 
ous discrepancy. Therefore it may be of advantage, 
at least in doubtful cases, to carry out a urea-toler- 
ance test in addition to the water test. There is no 
reason to conclude that the uric acid in the blood will 
increase earlier than the non-protein nitrogen in be- 
ginning renal inefficiency, at least not so far as can be 
ascertained by the urea-tolerance test. 


Turner, B. W.: The Surgical Problem of Epididy- 
mitis and Vasitis. J. Urol., 1932, xxvii, 359. 


The author presents an operation for the relief 
of epididymitis not heretofore described in the litera- 
ture. 

The Hagner operation and its modifications is not 
sufficient to cope with all types of the condition. 
Other methods are merely palliative and are often 
followed by destruction of the testicle due to 
sclerosis of the epididymis, the formation of a 
nodule in the vas, funicular adhesions, or oblitera- 
tive seminal vesiculitis. Diathermy also may 
destroy the function of the testicle as it favors 
scarring and obliteration of the epididymis, vas, 
and blood vessels. Epididymectomy has been per- 
formed too often for want of a better procedure to 
give relief. It is indicated only by tuberculosis and 
fibrous occlusion of the entire epididymis with 
pain in the testicle. 

There are two types af epididymitis—simple 
epididymitis and panepididymitis. Both may be 
acute or chronic. 

In 75 per cent of the cases of simple epididymitis 
only the tail of the epididymis is involved. For this 
condition the Hagner operation is sufficient. 

In panepididymitis, the entire epididymis, the 
vas deferens, and the funiculus are affected. In 
some cases the involvement may extend from the 
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tail of the epididymis to the seminal vesicle, giving 
rise to a complicated series of pathological entities. 

The operation for panepididymitis is performed 
as a rule under local anesthesia. The entire 
epididymis and 2 in. of the cord are exposed by a 
lateral incision made on the outer surface of the 
scrotum. Adhesions are then freed and the cord 
is separated from its bed. At the junction of the 
cord and testicle the sheath is divided and peeled 
up to release the resistance of the tissues. On ex- 
posure of the vas, a nick is made and the proximal 
lumen is catheterized with a strand of silkworm gut. 
If the vas is patent to the seminal vesicle and no 
pus exudes, the sheath is closed with a simple 
catgut suture. If pus is found or hyperplasia of the 
vas is present, the silkworm gut is left in place for 
about three days with its end anchored to the skin 
at the upper angle of the wound. 

If an accumulation of fibrinous exudate has 
formed in the tunica, the next step in the operation 
consists in exposing the hydrocele sac. The tunica 
vaginalis is opened by a longitudinal incision 
made over the central part of the testicle at a point 
opposite the epididymis and is then allowed to 
retract. No trimming is done and no bottle opera- 
tion is attempted. An incision is made laterally over 
the entire epididymis and the sheath separated by 
blunt dissection. 

The chief object of the operation is to relieve the 
pressure by incising the sheath of the epididymis. 
However, irrespective of the location of any abscess 
found, the entire epididymis is opened at this stage 
of the procedure and the tubules are liberated. In 
this way drainage is established and the danger of 
extension of the infection is reduced. A _ small 
rubber tissue drain is sewed in with its ends brought 
out at the upper and lower angles of the wound. 

This operation, which aids drainage to all parts, 
is indicated for most cases of panepididymitis here- 
tofore considered hopeless without radical surgical 
removal. 

In cases of sterility the complicated anastomosis 
of the epididymis to the vas may be replaced to 
advantage by bold incision through the longitudinal 
axis of the fibrous epididymis and the introduction 
of a drain combined, when indicated, with excision 
of a nodule in the vas and end-to-end anastomosis 
over silkworm gut. C. Travers Stepita, M.D. 


MISCELLANEOUS 


Cowie, D. M., and Hicks, W. C.: Observations on 
the Bacteriophage. III. The Treatment of 
Colon Bacillus Infections of the Urinary 
Tract by Means of Subcutaneous and Intra- 
vesical Injections of Bacteriophage Filtrates. 
Detailed Case Reports. Methods for Prepara- 
tion of Filtrates. J. Lab. & Clin. Med., 1932, 
xvii, 68r. 

The treatment and progress of forty-six cases of 
infection of the urinary tract due to one or more 
strains of the colon bacillus and of one case of 
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infection due to the bacillus typhosus are reported. 
The cases were not selected. In the treatment of 
such cases it is important to determine whether the 
infection is acute, acute recurrent, or chronic. The 
different types of infection do not respond to bacter- 
iophage treatment in the same way. A case of 
recent development would be expected to respon 
more promptly than a chronic case. 

It is not possible to develop a suitable polyvalen: 
stock bacteriophage filtrate for the treatment o/ 
colon bacillus infections of the urinary tract. \ 
filtrate which is potent against the bacillus col: 
in one case and may have taken many weeks t: 
develop may have no lytic effect on an organism 
isolated from another patient. On the other han! 
a filtrate for the second patient may be develope: 
from a sewage base or a stock bacteriophage in « 
few days. All bacteriophage filtrates are polyvaleni 
in the sense that they are lytic for several organ 
isms, particularly old laboratory strains. The po 
tency of a bacteriophage may always be increase! 
from a sewage base or stock filtrates. The chic: 
problem is the adaptation of the bacteriophage | 
the case strain. In apparently resistant cascs 
recovery will result if laboratory efforts are con 
tinued long enough. In long-standing cases the 
bacteriophage is beneficial even though the organ 
ism cannot be entirely eliminated. In acute cases 
satisfactory filtrate is obtained in from one to 
twelve days. It is common for one strain or colon, 
type to be apparently changed to another—for « 
sensitive type to be changed to a resistant type. 
As time is saved by rendering the urine alkaline. 
alkalinization of the urine is an essential part 0! 
the treatment. It is valuable also because of the 
probability of the development of an autobac 
teriophage. 

Bacteriophage filtrates may be administere« 
subcutaneously, intravesically, or by the use of « 
ureteral catheter. These methods may be use: 
singly or combined. When the filtrate is given b\ 
subcutaneous injection small doses are definitely 
more effective than large doses. Two or three cubic 
centimeters should be injected on alternate days 
until three doses have been given. The combine: 
subcutaneous and intravesical method is preferable. 
In cases of cystitis alone, the intravesical method is 
most efficacious. Flushing the renal pelvis has nu 
special advantage. When bladder instillations are 
given the water intake should be reduced for five 
or six hours after the instillation in order that the 
filtrate may be retained as long as possible. 

The severity of the reaction is proportional to th« 
amount of protein in the filtrate. A filtrate de- 
veloped in broth may have a higher potency than 
a filtrate developed on hard media which contains 
less protein. The reactions are usually of the type 
of non-specific protein reactions, but a_specilic 
reaction occurs if the patient becomes sensitized 1» 
proteins contained in the filtrate. The reactions 
may be so severe that one may question the advis 
ability of continuing the treatment until a morc 
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sulisfactory filtrate is obtained. A filtrate causing 
a marked reaction in one patient may have no 
eflect on another patient. One series of injections 
will not interfere with lysis of the bacillus coli by a 
subsequent series whether the latter are given after 
a long or a short interval. No bacteriophagocidal 
antibodies develop after inoculation with bac- 
teriophage filtrate. As a rule the disappearance of 
pus or increased cells in the urine precedes or 
occurs simultaneously with disappearance of the 
bacillus coli. On discharge, all patients should be 
told to continue the alkalinization. 

The methods for developing the bacteriophage 
filtrate are described in detail. 

The following conclusions are drawn: 

1. In colon bacillus infections of the urinary pas- 
sages bacteriophage inoculation is an effective 
method of treatment. 

2. Its success depends upon careful adaptation 
of the bacteriophage corpuscles to the strains of 
bacillus coli responsible for the infection, careful 
preparation of the patient by alkalinization, and 
continuance of the alkalinization for some time 
after the urine has become sterile. 


3. The patient’s comfort depends upon reducing 
the protein content of the filtrate to the minimum. 
Water-clear filtrates cause little or no reaction. 
Colored filtrates almost invariably cause un- 
desirable reactions. The latter are more likely to oc- 
cur in adults than in young children. 

4. Recent bacillus coli infections are usually 
ee quite promptly by bacteriophage inocu- 
ation. 

5. Chronic bacillus coli infections are more 
resistant. It is often more diflicult to develop a 
satisfactory filtrate for such infections. 

6. One course of inoculations does not interfere 
with the effectiveness of subsequent inoculations. 

7. Long-standing infections may often be ter- 
minated or greatly improved by bacteriophage 
inoculation. It appears that if a bacteriophage 
causing lysis of the organism in vitro can be devel- 
oped sterilization will occur no matter how resistant 
the strain or how long the infection has been 
present. 

8. Apparently no immunity to subsequent at- 
tacks is produced by bacteriophage sterilization 
of the urinary tract. Louis NEuUWELT, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Compere, E. L.: Streptococcus Viridans Osteo- 
myelitis. J. Bone & Joint Surg., 1932, xiv, 244. 

The author states that the streptococcus viridans 
may be the cause of certain conditions presenting the 
clinical and roentgen-ray characteristics of osteitis 
fibrosa and benign giant-cell tumor. He reports two 
cases of this type. Clinically, both lesions were in- 
flammatory. In the first case the microscopic pic- 
ture confirmed the clinical diagnosis of osteitis 
fibrosa, but as cultures yielded a strain of green- 
producing streptococcus, the final diagnosis was 
osteomyelitis due to the streptococcus viridans. In 
the second case the cultures were negative, but the 
clinical and pathological findings were similar. 

Compere urges more frequent bacteriological 
study of such lesions. He believes that the dearth 
of information regarding the incidence of strep- 
tococcus viridans infection of bone is due largely to 
the failure of physicians to apply the scientific in- 
vestigation to bone infections that they apply to 
infections of the soft parts. 

Paut C. Cotonna, M.D. 


Berg, R. F.: Bone Sarcoma by Intramedullary In- 
jections of the Filterable Fowl Endothelioma 
Tumor. Am. J. Surg., 1932, xv, 441. 


In a foreword, Coley reviews briefly the work of 
Fujinami, Rous, and Gye in demonstrating ex- 
perimentally that a certain type of sarcoma in fowls 
can easily be transmitted from fowl to fowl in- 
definitely by means of a cell-free filtrate of the 
tumor. Coley holds that malignant tumors are due 
to an unknown extrinsic micro-organism, and that 
this theory and the local conditions explain why the 
number of cases of cancer varies in different geo- 
graphic areas and in various races. The soil must 
be favorable. Coley considers cancer a systemic in- 
fection. 

The experimental work of Berg was carried out 
on chickens with material obtained from Gye. 
Injections were made into the pectoral muscles. 
Tumors appeared in the breast in a large percentage 
of the chickens, but were especially common in the 
long bones. The growths were found from a few 
days to a few weeks after the injection. Berg 
emphasizes that several types of tumors arose from 
the same source, and that the metastases were 
widely disseminated. Most of the chickens died in 
from fourteen to thirty-three days. 

The results of the experiments are summarized 
as follows: 

1. Malignant tumors were produced artificially 
with the use of filtrates of dried tumor tissue. 
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2. From the artificially produced tumor-tissuc 
filtrates were produced other malignant tumors 
which were dissimilar in respect to morphology, 
histology, and the dissemination of metastatic 
nodules. 

3. On the usual media cultures of dried tissuc 
and filtrate showed no growth, but when speci:! 
media were used positive cultures were obtained in 
all tubes with the dried tissue and in one tule 
with the filtrate. 

4. On the basis of the findings of roentgen-riy. 
gross, histological, and clinical examinations the 
tumors were classified as: (1) endotheliomata, |.) 
endothelial myelomata, (3) osteogenic sarcomat 
(4) giant-cell tumors, and (5) epithelial tumors. 

H. EARLE ConwWELL, M.1). 


Des Barres, LeR., and Dartiguenave, M.: Three 
Cases of Metatraumatic Osteoma of Articular 
Ligaments (Trois cas d’ostéomes métatrauma 
tiques des ligaments articulaires). Bull. ef mém. 
nat. de chir., 1932, lviii, 282. 

In the first case reported in this article the osteoma 
occurred in the ligaments of the knee and in the two 
others in the region of the shoulder. The authors 
believe that the condition should be called ‘‘meta- 
traumatic juxta-articular ossification” as the name 
“‘Pellegrini-Stieda disease’’ applies only to the liga- 
ments of the knee and the condition is a general re- 
actional phenomenon of the connective tissue in 
the vicinity of bone which is associated with the 
transportation of calcium. 

In the authors’ first case the osteoma developed 
after a single slight injury; in the second, after sev- 
eral slight injuries; and in the third, after a shicll 
wound which was severe, but did not seriously in- 
volve the shoulder. In the last two cases several 
years elapsed between the time of the injury and 
the development of the symptoms. In the first case 
pain began after fifteen days, but the authors at- 
tributed it to hydrarthrosis caused by the synovial 
reaction as it ceased when the hydrarthrosis s1i!)- 
sided. 

In their reports of Pellegrini-Stieda disease, !.c- 
riche and Policard called attention to the presence 
in the internal condyle of the femur, opposite the 
shadows produced by the disease, of an area of ‘lc- 
calcification indicating the transportation of calcium 
from the bone to the ligament to form the nucleus 
of the osteoma. This area of decalcification is later 
repaired by calcium from other parts of the body 

The presence of a juxta-articular osteoma is of 
great medicolegal importance as it may entitle the 
subject to compensation. 

As treatment, the authors recommend prolonge(| 
diathermy or deep irradiation. Surgery is indica(ed 


only rarely. Massage and electrical treatment are 
contra-indicated. Epitu S. Moore. 


Moleen, G. A., Johnson, W. C., and Dixon, H. H.: 
Familial Progressive Muscular Atrophy. Arch. 
Neurol. & Psychiat., 1932, xxvii, 645. 

This is the report of a case of progressive muscular 
atrophy that was followed for twenty-one years. 
The same condition was present in two of the pa- 
tient’s three brothers. 

The patient showed a symmetrical muscular weak- 
ness and wasting which were noted first only in the 
hands and arms, but finally involved the entire body. 
The tendon reflexes were diminished, but always 
present. There was no pain or marked sensory dis- 
turbance and no ataxia. When the legs became 
involved a steppage gait developed. The condition 
progressed for twenty-one years and terminated in 
death from exhaustion. 

The essential pathological changes were a non- 
inflammatory degeneration of the myelinated fibers 
of the peripheral nerves, which was most marked 
near the myoneural endings, and a 30 per cent de- 
crease in the cells of the anterior gray horn. The cells 
of the anterior gray horn which remained were nor- 
mal in appearance. The condition seemed to be 
primarily a non-inflammatory degeneration of the 
peripheral myelinated nerve fibers. Because of its 
familial character, the authors believe it may have 
been due to a congenital defect. 

Maurice L. Date, M.D. 


Nielsen, A.: Osteochondritis Dissecans of the Head 
of the Radius (Osteochondritis dissecans capituli 
radii). Acta chirurg. Scand., 1932, |xix, 305. 


The author reports three cases of typical os- 
teochondritis dissecans occurring in the right elbow 
in young persons. The condition developed without 
noteworthy trauma and reduced the gross strength. 
It caused moderate pain on use of the arm, mild 
atrophy of the soft parts, and typical restriction of 
mobility. On roentgen examination and at operation 
it was found to have the same localization in all of 
the cases. In the supinated position of the forearm 
it was located on the part of the margin of the cap- 
itulum which faces the ulna. The detached piece of 
bone and cartilage and the surrounding tissues 
presented exactly the same appearance as recent 
osteochondritis of the head of the humerus and the 
femoral condyles. 


Mouat, T. B., Wilkie, J.. and Harding, H. E.: 
Isolated Fracture of the Carpal Semilunar and 
Kienboeck’s Disease. Brit. J. Surg., 1932, xix, 577. 


The progressive degenerative changes in the 
carpal semilunar bone which were first described 
by Kienboeck are sometimes preceded by a fracture 
and sometimes occur without a definite injury. 
Kienboeck believed that they were similar to the 
changes occurring in Kuemmell’s disease of the 
bodies of the vertebra and attributed them to dis- 
turbances of the blood supply. The main blood 
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Bilateral Kienboeck’s disease. Right wrist. 


supply of the semilunar bone is derived from the 
dorsal ligaments and would be interfered with in 
temporary subluxations or other trauma to the 
wrist. 

By some, Kienboeck’s disease is believed to be 
a posttraumatic osteoporosis, but examination of 
excised bone reveals a patchy necrosis with surround- 
ing sclerosis, changes which are‘not those of osteo- 
porosis. A similar patchy necrosis is seen in Legg- 
Perthes disease and in Freiberg’s disease of the head 
of the second metatarsal. According to another 
theory, the changes in Kienboeck’s disease may often 
be due to infarction caused by benign mycotic em- 
boli in the absence of injury. It seems probable, 
however, that they are induced by injury—in some 
cases by repeated minimal traumata—and are 
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favored by the naturally poor blood supply of the 
semilunar bone, the liability of the bone to injury 
and subluxation in forceful dorsiflexion of the hand, 
and the fact that the bone is covered on two-thirds 
of its surface by cartilage which lacks the regenera- 
tive power of periosteum. 

The clinical signs and symptoms of Kienboeck’s 
disease are quite constant. In the majority of cases 
there is a history of definite injury, usually a fall 
on the outstretched hand or a direct blow. Pain, 
swelling, and limitation of motion soon result and 
persist for a period ranging from a few days to sev- 
eral weeks. There is then a quiescent period ranging 
from months to years, and at the end of that time a 
recurrence of the local symptoms. The recurrence 
may be gradual or may follow a slight injury or an 
occupational strain. In the absence of injury the 
onset is insidious. Tenderness is present over the 
bone, and an abnormal bony prominence may be 
palpated. Active and passive motion are limited 
and an intra-articular crepitus may be noted. The 
roentgen findings alone permit a correct diagnosis. 
The bone appears flattened and, in lateral views, is 
sausage-shaped. Its surface, which is wavy and ir- 
regular, is mottled by alternating areas of sclerosis 
and rarefaction. Fragmentation may be seen, and 
the bone may appear slightly rotated. It is probable 
that in many cases the changes follow slight fractures 
which are overlooked in the roentgenograms made 
immediately after an injury. 

The histological findings in excised specimens 
vary with the extent and duration of the disease, 
but in general there is absorption of the bone lamelle 
with replacement by granulation tissue which goes 
on to form fibrous tissue instead of becoming calci- 
fied. This is a slow process, and the deformity may 
be aggravated by fresh injuries. 

The prognosis depends upon the treatment. Poor 
results follow unrecognized fractures of the semi- 
lunar bone just as they follow unrecognized fractures 
of the carpal scaphoid. A fissured fracture should be 
treated by immobilization in dorsiflexion for six 
weeks before massage and active motion are begun. 
Compression fractures of the semilunar bone and 
well-developed cases of Kienboeck’s disease should’ 
be treated by excision of the bone if this is justified 
by the patient’s age and occupation. In questionable 
cases surgery is justified if rest and physiotherapy 
do not cause improvement. 

The surgical excision should be done through a 
dorsal incision made over the bone and to the radial 
side of the extensor tendons to the index finger. The 
hand should be held in forcible adduction during 
the operation and all bone particles should be care- 
fully removed. 

Twelve cases are reported. Two of the roentgeno- 
grams in the article are included in this abstract. 
The authors’ remarks and conclusions regarding 
compensation in cases of this kind are of value. The 
article is recommended particularly to those who are 
engaged in industrial work. 

CuesterR C. Guy, M.D. 
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FRACTURES AND DISLOCATIONS 


Christopher, F.: 
of Fractures. 
1932, xl, 110. 


Indications for Open Reduction 
West. J. Surg., Obst.. & Gynec., 


The percentage of fractures operated upon ranges 
in different clinics from 4.6 to 45.5. After reviewing 
the literature and his own cases the author classifies 
fractures into three groups, those in which operation 
is indicated definitely, those in which it is contra- 
indicated definitely, and those in which the indica- 
tion for operation is debatable. 

He states that there is an undeniable indication 
for operation in skull fractures with depression ay 
localizing symptoms or middle meningeal hemor- 
rhage, vertebral fractures with spinal fluid block, 
joint fractures with irreducible displacement, frac- 
tures of the patella and olecranon with wide separ:- 
tion, and certain fractures of the carpus and cual- 
caneus. 

Operation is contra-indicated in nearly all frac- 
tures of the clavicle, the distal end of the radius, 
the fibula, the long bones of children, and compres- 
sion fractures of the vertebre without cord symp- 
toms. 

Fractures in which the indication for operation js 
debatable include transverse fractures of the femur, 
fractures of both bones of the forearm, and fractures 
of the neck of the femur. When in this last grou) 
attempts at non-operative reduction are unsuccess- 
ful after ten days it is much more conservative to 
operate than to continue the non-operative treat- 
ment. 

The author discusses specific fractures and reports 
ten cases. WALTER P. Biount, M.1). 


Hitzrot, J. M.: Fractures at the Lower End of the 
Humerus in Adults. Surg. Clin. North 
1932, Xii, 291. 

Fractures at the lower end of the humerus are less 
common in adults than in children, but the methods 
of treating such fractures in adults are more varic« 
than those for the treatment of fractures of the 
same type in children. 

The author believes that in the attainment of a 
good functional end-result complete anatomical re- 
placement of the fragments is of less importance 
than early active motion. Fractures of the lower 
end of the humerus are favored by anatomical weak- 
ness of this end of the bone and by the time o/ 
ossification of the lower epiphyseal line. 

The exact nature of the fracture is determined |)v 
roentgen examination or, if necessary, by physici! 
examination under anesthesia. In the author's 
treatment the patient is put to bed and the arm 
suspended with the elbow at right angles by means 
of adhesive applied to the forearm. . Adhesive trac- 
tion is then applied to the upper arm to relieve the 
muscle pull at the elbow. The adhesive straps are 
so placed on the mesial and lateral aspects of the 
upper arm that, if necessary, felt pads may be place:! 
over the condyles to help crowd them together. 
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During the ensuing two weeks the elbow is subjected 
to manipulation, if this is indicated, and to active 
movement under the supervision of the surgeon. 
Passive motion is absolutely contra-indicated. 
Massage and the application of radiant heat are used 
to keep the soft parts pliable and are usually begun 
after from six to ten days. In cases in which the 
contour of the joint surface cannot be restored 
otherwise, in cases with a loose fragment in the 
joint, and in cases of diacondylar fracture separating 
the lower fragments, operation is done. In the last 
group arthroplasty is performed if the patient is seen 
early. 

In the author’s cases the average loss of extension 
has ranged from 20 to 25 degrees and the average 
loss of flexion from 25 to 30 degrees. 

ArtTuHuR H. WEILAND, M.D. 


Jones, Sir R.: Injuries About the Elbow in Chil- 
dren. Brit. M.J., 1932, i, 30. 


The author states that although excellent results 
can be expected in the great majority of injuries of 
the elbow, it is wise to be conservative in the progno- 
sis as occasionally failure occurs. 

Roentgenograms taken in two positions are im- 
portant in the diagnosis. In discussing the centers of 
ossification of the bones about the elbow joint, the 
author states that in the cases of children with 
undeveloped epiphyses the diagnosis must be based 
to a considerable extent on the findings of visual 
and manual examination. He emphasizes the im- 
portance of a thorough physical examination, de- 
scribes the movements of the normal and injured 
elbow, and discusses dislocations and fractures about 
the elbow individually. 

He states that there should be no delay in the re- 
duction of a fracture or dislocation. When reduc- 
tion is delayed until the swelling subsides there is 
danger of vascular obstruction. If the swelling is 
very great the degree of flexion should be modified 
temporarily. Under no circumstances should force 
be applied. When it is safe to flex the joint acutely 
no force is needed. Obstruction to flexion usually 
suggests that the fracture or dislocation is unre- 
duced. 

The normal flexion of the elbow varies from 14 to 
40 degrees and averages 31 degrees. Because of the 
normal variation it is necessary to compare the 
ag of the injured elbow with that of the normal 
elbow. 

With regard to the danger of producing ischemic 
palsy by acute flexion of the elbow the author says 
that by the term “acute flexion” he means, not fully 
forced flexion, but flexion to about 5 degrees short 
of full normal flexion. When the elbow is swollen 
and there is resistance to full flexion, the joint 
should not be subjected to force. 

_ Ischemic palsy may develop regardless of the posi- 
tion of the elbow. Therefore it is unjust to hold the 
practitioner liable for its occurrence. The author 
has used the flexed position for over forty years 
Without causing ischemia and has seen many old 
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cases of ischemic paralysis in which the elbow was 
never acutely flexed or tightly bandaged. 

In conclusion, the serious complications of injuries 
of the elbow—ischemic contraction, nerve complica- 
tions, and myositis ossificans—are discussed at 
length. H. Earce Conwe tt, M.D. 


Watson, W. L.: Fractures of the Lower Radial 
Epiphysis. Arch. Surg., 1932, xxiv, 492. 

Fracture of the lower radial epiphysis, the most 
common of all epiphyseal fractures, occurs most 
frequently in the second decade of life. It is usually 
caused in the same manner as the Colles type of 
fracture in adults, by indirect violence such as a back 
thrust from a fall on the outstretched hand or 
hyperextension. 

The displacement of the epiphysis is usually up- 
ward and backward, although forward displacement 
is not uncommon. The diagnosis is usually based 
on the resulting dinner-fork deformity together with 
an increase in the anteroposterior diameter, limita- 
tion of flexion and extension, and radial deviation 
accompanied by pain and point tenderness on 
pressure over the epiphyseal line. When there is 
no displacement the diagnosis may be difficult as 
roentgenograms often do not reveal the fracture. 
Undiagnosed fractures are apt to arrest growth. 

The most important complication is a disturbance 
of growth activity. The severity of the resulting 
deformity is dependent on the degree of injury to 
the epiphyseal cartilage and its blood supply. Minor 
injuries to these structures cause retardation of 
longitudinal growth, and more severe injuries pro- 
duce premature ossification of the epiphysis to the 
diaphysis. The resulting degree of wrist deformity 
is greater the younger the patient at the time of the 
accident. 

When there is no displacement or the displace- 
ment is easily reduced, the hand and forearm should 
be put up in a splint for from eighteen to twenty 
days. Complete displacement should be reduced 
under anesthesia by hyperextension, traction, and 
flexion manipulation. In complicated cases open 
operation may be necessary. If complete reduction 
is obtained there is little tendency toward recur- 
rence. In cases in which the epiphysis is severely 
comminuted or ankylosis appears certain, resection 
of all or a part of the injured radial epiphysis is 
necessary. Cessation of the growth of the radius 
after epiphyseal fracture may necessitate conjugal 
chondrectomy (excision of the conjugal cartilage of 
= ulna) or removal of a section of the shaft of the 
ulna. 

In uncomplicated cases union takes place in the 
second or third week. Deformity is usually due to 
non-reduction, union in a faulty position, or arrest 
of growth of the radius. Watson advises a follow-up 
of the patient for at least two years. The prognosis 
should be guarded because it depends upon four 
factors: (1) the roentgen appearance, (2) the extent 
of the injury, (3) the reduction, and (4) the age of 
the patient. 
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Watson reports two cases of premature ossifica- 
tion of the lower radial epiphysis, in one of which 
conjugal chondrectomy was performed successfully. 

S. Retcu, M. D. 


Felsenreich, F.: End-Results in Severe Wrist In- 
juries. Studies on the Causes of Disturbances 
of Function, Post-Traumatic Arthritis, and 
Nearthrosis in Traumatically and Postopera- 
tively Crippled Wrist Joints (Spaetresultate 
schwerer Handwurzelverletzungen. Studien ueber 
die Ursachen der Funktionsstoerungen, der post- 
traumatischen Arthritis, sowie der Nearthrosen- 
bildungen an traumatisch oder postoperativ defekten 
Handwurzelgelenken). Arch. f. klin. Chir., 1931, 
clxvi, 704. 

The author compares the results of operative treat- 
ment with those of non-operative treatment of 
injuries of the wrist. He concludes that the results 
of operative methods have not come fully up to 
expectations. In no case has it been possible to re- 
establish normal conditions. While the function of 
the fingers and the gross muscular power of the hand 
have been restored as a rule, the excursion of the 
wrist joint has always been limited to a certain 
degree after the operation. The cause of this faulty 
recovery of function is seen by the author in the 
interposition of bone fragments, usually from the 
semilunar bone, which were left behind at operation. 
The ulnar half of the scaphoid bone which is fre- 
quently dislocated toward the volar surface of the 
wrist may also cause functional disturbances. Be- 
fore any attempt at reposition is made, roentgeno- 
grams should be taken in at least two directions. 
Only wide experience in the interpretation of roent- 
genograms will prevent the overlooking of dislocated 
fragments at operation. Incomplete removal of a 
fractured or dislocated carpal bone results in perma- 
nent and as a rule marked disturbances of function. 
The author therefore concludes that fractured or 
luxated bones of the wrist should always be removed 
completely not only to assure immediate restoration 
of function, but also to prevent the later develop- 
ment of arthritis. He believes that considerable 
improvement over the results formerly obtained by 
operation would be achieved if the Boehler extension 
apparatus were employed more extensively. This 
method offers the means of combating the greatest 
hindrance to proper reposition of the luxated frag- 
ments, viz., the impossibility, by the use of conserva- 
tive measures, of obtaining sufficient distraction of 
the other carpal bones. 

Caution is necessary in determining the indications 
for even late operations as the results may be ruined 
by later abnormal regenerative processes. A possi- 
ble tendency toward arthritis deformans must also 
be considered. RAESCHKE (Z). 


Conwell, H. E.: Acute Fractures of the Spinal 
Vertebrze Without Cord Injury; With the Re- 
port of 100 Cases. Wisconsin M.J., 1932, xxxi,230. 


The author states that whereas formerly spinal 
fractures usually resulted in marked permanent 
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disability, today permanent disability is often pre- 
vented by early diagnosis and proper treatment. 

In too unselected cases of acute fracture of the 
vertebra without cord injury which are reviewed by 
Conwell, the permanent disability averaged 2;.; 
per cent. The oldest patient was eighty-four and 
the youngest six years of age. 

In the 64 cases of fracture due to industrial acci- 
dents the permanent disability averaged 34.7 per 
cent. Twenty-five patients with industrial injurics 
returned to full duty without any permanent dis- 
ability. One died from cedema of the lungs and 
from septicemia following rupture of the bladder. 

Of the patients whose fractures were caused |)y 
automobile and other non-industrial accidents, 1 
died from shock and 1 from oedema of the lungs, but 
the others returned to their original occupations 
or to productive work of the same character. 

From prolonged observation of these cases the 
author draws the following conclusions: 

First aid, consisting of proper splinting, care/ul 
handling, and treatment for shock, is important. 
When possible, the patient should be transported 
face downward. 

Anearly and thorough physical examination is very 
important. Anteroposterior and lateral roentgeno- 
grams should be made even in the least suspicious 
back injuries. 

The possibility of a vertebral fracture should be 
considered in the case of every patient complaining 
of pain in the back. Even when the first examina- 
tions are negative, opinion should be reserved until 
further observations are made. Especially in the 
aged, fractures of the vertebra sometimes result from 
very slight trauma. 

Occasionally collapse of a vertebra is found later 
when the roentgenograms made immediately after 
the injury were apparently negative. It is diflicult 
and sometimes impossible to show the presence of 
a fracture in the posterior portion of the spine by 
roentgenograms. 

In some cases collapse of a fractured vertebra 
occurs in spite of the best treatment. 

In anterior compression fractures complete reduc- 
tion is to be desired, but is not always possible. 
Collapse of a fractured vertebra sometimes occurs 
following perfect reduction. 

At no time should reduction or other treatment 
of the spine be undertaken unless the general con- 
dition is sufficiently favorable. The patient, not 
the fracture, should receive the primary treatment. 

In severe comminuted vertebral fractures which 
at first seem hopeless excellent functional results 
are frequently obtained because more bone area !s 
present to form callus in the body of the vertebra 
or to produce physiological fusion at the vertebral 
articulations. 

Physiological fusion at the articulations of the 
vertebrae is to be desired and occurred in a larze 
number of the cases reviewed by the author. 

In vertebral fractures of certain types, especially 
those in which roentgenograms show delay in tlie 
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development of bony union and those with per- 
sistent pain, operative fusion is indicated. 

Operative fusion does not always relieve pain in 
the back, but usually prevents further collapse of 
the fractured vertebra. The author prefers the 
Hibbs’ procedure. 

In the author’s cases of patients over forty years 
of age osteo-arthritis was a common complication. 

‘he majority of back injuries are associated with 
fractures or injuries in other parts of the body. 

In anterior compression fractures of vertebra 
manipulative reduction under general anesthesia is 
indicated only in certain cases and should be done 
only by experienced surgeons. The author brings 
about gradual hyperextension of the spine with the 
use of a convex Bradford (modified Herzmark) 
frame with or without traction to the head, pelvis, 
and legs. He recommends also the Rogers frame. 
When reduction is accomplished, he applies a plaster 
body cast which he molds to the normal curves of 
the spine and then treats the condition in the same 
way as other uncomplicated fractures of the spine. 
In some instances the entire bed treatment can be 
carried out on the frame and the plaster body cast 
used only in the ambulatory stage. 

Too early weight-bearing, sitting, or walking 
should be avoided as it frequently causes collapse 
of the vertebra regardless of the efficiency of the 
ambulatory support. 

There is no doubt that when collapse occurs in 
cases of spinal fracture with an originally good posi- 
tion and immediate proper treatment the cause is 
interference with the blood supply occurring at the 
time of the injury. 

The supports should be left in place until physical 
examination and roentgenograms show sutflicient 
callus formation, but should be removed as soon as 
possible in order to prevent muscular wasting and 
mental disability. 

The psychological aspect of fractures of the spine 
is important. The patient should be informed 
regarding his condition, but assured that he will 
recover and has an excellent chance of resuming 
his occupation. 


Jones, E.: Trochanteric Transplantation in the 
Treatment of Fractures of the Neck of the 
Femur. J. Bone & Joint Surg., 1932, xiv, 259. 


Jones reviews the principles and technique of the 
commonly recommended open operations for the 
treatment of recent fractures of the neck of the 
femur and presents the technique of an operation 
he has devised for fractures with delayed or faulty 
union as well as fresh fractures. 

In the procedure described, a 6-in. straight, ex- 
ternal Langenbeck incision is made from the crest 
of the ilium downward over the trochanter and 
laterally along the shaft of the femur to a point 
3 in. below the greater trochanter; the vastus later- 
alis, gluteus medius, and joint capsule are incised 
longitudinally; and a bone graft about 3 in. long, 


2 in. wide, and 34 in. thick is removed from the 


Fig. 1. Showing the fracture reduced and the location 
and approximate size of the drill hole. The angle of the drill 
hole is easily determined through this exposure. 


Fig. 2 Fig. 3 

Fig. 2. Showing the depth and extent of the bone graft. 
The graft is removed with a thin osteotome. 

Fig. 3. Diagrammatic section showing the structure 
of the bone graft. The bone graft is composed of a major 
amount of spongy bone to favor early vascularization and 
only a sufficient amount of cortical bone to maintain firm 
internal fixation. 


external lateral surface of the femur and greater 
trochanter. A 54-in. drill hole is then made through 
the trochanter and neck into the head, its length 
being estimated from a roentgenogram of the 
normal hip, and the rectangular graft is driven into 
the drill hole with its trochanteric end outward. 
After closure of the wound in the usual manner a 
double plaster spica is applied with the limb in 
abduction and internal rotation. 

The author emphasizes the conservatism of this 
procedure and the ease with which, through a single 
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incision, the site of the fracture can be carefully 
inspected and the direction and position of the trans- 
plant accurately determined. 

Paut C. Cotonna, M.D. 


Boppe, M., Braine, J., Erlacher, P. J., Galeazzi, 
R., Gallie, W. E., and Others: The Operative 
Treatment of the Fractured or Displaced Semi- 
lunar Cartilage. Opinions from Surgeons of 
Ten Countries. J. Bone & Joint Surg., 1932, xiv, 
229. 

The opinions of surgeons of ten countries regard- 
ing the relation of the severity of an injury of a 
semilunar cartilage to the severity of the trauma 
causing the injury and their reports regarding the 
treatment employed in their cases of fractures and 
dislocations of the semilunar cartilages are sum- 
marized as follows: 

Bopper (France): There is no definite relation 
between the severity of the trauma and the severity 
of the injury to the cartilage, but the pre-operative 
diagnosis is important in the choice of the incision. 
The lateral incision is used in most cases in which 
the diagnosis is clear, and the meniscus is removed 
as completely as possible. 

BRAINE (France): There is no relation between 
the severity of the trauma and the gravity of the 
lesion of the cartilage. The small incision is used, 
and the meniscus is removed as completely as 
possible. The lateral ligament is sutured carefully. 

ERLACHER (Austria): In some cases there is a 
distinct relation between the severity of the trauma 
and the injury to the cartilage. Surgery is indicated 
A small 


only in cases of secondary derangement. 
inner incision is used. Complete or partial resection 
of the cartilage is done. 

GALEAzzI (Italy): The severity of the trauma has 
no special relation to the degree of injury to the 
meniscus. Of greater importance is the mechanism 
of the trauma. The lateral incision is used without 


severance of the lateral ligament. Occasionally a 
longitudinal popliteal incision is also employed. 
Complete or partial resection of the meniscus is 
done, depending upon the severity of the trauma, 
and full use of the knee is not allowed until after 
from thirty-five to forty days. 

GALLIE (Canada): There is no relation between 
the severity of the trauma and the character and 
extent of the injury. A very small incision is made 
over the internal condyle of the femur. The treat- 
ment depends upon the conditions found when the 
joint is opened. The dislocated portion of the carti- 
lage is removed. The patient is kept in bed for about 
two weeks. At the end of that time light weight- 
bearing is permitted. Ordinary walking is allowed 
after five weeks. 

Hass (Austria): The severity of the trauma bears 
no relation to the character or severity of the injury. 
A parapatellar incision 8 cm. long is used and is 
sometimes extended to the S-shaped incision of 
Payr. The lateral ligament is never incised. The 
injured meniscus is removed completely. The leg 
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is immobilized in plaster for eight days, the patient 
then being allowed to walk with the protection of 
an elastic bandage over the knee. 

HENDERSON (United States): The severity of the 
trauma may not bear a direct relation to the extent 
of the injury to the meniscus, but because of possible 
additional injury to the ligamentous structure it 
may affect the future function of the joint. ‘Ihe 
short anterolateral incision is used with sometiiies 
the addition of the posterolateral incision. In ‘he 
majority of cases the entire cartilage is remove, 
but occasionally the posterior portion is left in sii, 
The patient is allowed to sit up on the second diy, 
wearing a splint. Weight-bearing is allowed aiter 
from five to seven days, depending upon the amount 
of effusion. 

JANSEN (Holland): The severity of the trauma 
plays some part in the amount of injury to the tis- 
sues, particularly in the tearing or distention of the 
lateral ligaments. The small lateral incision is used. 
The lateral ligament is never severed. Only the e- 
tached portion of the cartilage is removed. 

Sir RoBErtT Jones (England): The severity of the 
trauma bears a relation to the extent of injury to 
the meniscus. The small lateral incision is used, 
with occasionally the addition of a perpendicular 
posterolateral incision. The median patellar or 
lateral patellar incisions are never necessary. [Divi- 
sion of the !ateral ligament to any extent is scruju- 
lously avoided. As a rule the entire cartilage is re- 
moved. The patient is usually kept in bed for a 
week, and active movements are allowed after three 
weeks. Operation is avoided in the presence of an 
effusion, and preliminary reduction is not attempted 
in cases of old displacement. 

Kostiivy (Czechoslovakia): The degree of the 
trauma bears no relation to the extent of the injury 
to the cartilage. The small curved lateral incision 
is used, and the injured meniscus is always removed 
completely. The patient is kept in bed for eight divs 
and then allowed to walk with care. 

McMorray (England): There is no relation be- 
tween the type of the trauma and the injury sus- 
tained by the meniscus. The type is more important 
than the severity of the trauma. The pre-operative 
diagnosis is of importance in the choice of the type 
of incision. The small anterolateral incision is used, 
and the entire meniscus is resected. The patient is 
kept recumbent for ten days. Free use of the kiive 
is permitted after the twentieth day. 

Movucuet (France): The severity of the trauma 
bears no relation to the extent of the injury to tlic 
meniscus, but repeated injuries exert a definite !:1- 
fluence. The internal transverse incision is used avid 
the lateral ligament is sectioned if necessary. | 
meniscus is removed completely, whether it is fra: 
tured or only displaced. The patient is kept in |e 
for twelve days. 

(Czechoslovakia): External rotation 
and abduction of the tibia are of more importa! e 
than the severity of the trauma in injuries to (ic 
meniscus. The short transverse curved incision ‘s 
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used, and the displaced portion of the cartilage is 
resected. 

PorTER (United States): A 3-in. curved incision 
is used and the anterior three-fourths portion of the 
cartilage is resected. A posterior splint is applied 
for two days. On the third day the patient is allowed 
to get out of bed and start weight-bearing. After a 
week, partial use of the leg is allowed. Unrestricted 
use of the extremity is permitted after about four 
weeks. 

Purti (Italy): There is some relation between the 
severity of the trauma and the type of injury, but 
it is difficult to establish. The short inner incision 
is used, with section of the lateral ligament if neces- 
sary, and the entire cartilage is removed. Partial 
use of the extremity is allowed after fifteen days. 

SHERMAN (United States): The severity of the 
trauma does not bear any relation to the extent of 
the injury to the meniscus, but may be responsible 
for injury to the associated structures of the knee 
joint. The detached portions of the cartilage are 
removed. 

STEINMANN (Switzerland): The severity of the 
trauma bears no relation to the character or the 
amount of injury to the meniscus. The short lateral 
incision is used and sometimes extended forward 
according to the method of Payr. A posterior in- 
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cision may be added. All movable portions of the 
cartilage are removed. The patient is kept in bed for 
approximately ten days. Unrestricted use of the 
extremity is permitted after about eight weeks. 

TAVERNIER (France): The severity of the trauma 
and the severity of the lesion of the cartilage have 
no relation to each other. The meniscus is removed 
through a large transverse incision, with section of 
the lateral ligament. The entire cartilage is removed 
and a plaster cast applied for ten days. Weight- 
bearing is permitted after about eighteen days, and 
complete use of the extremity after three months. 

TURNER (Russia): Only injured or protruding 
tabs of cartilage are removed unless deformity and 
cicatricial distortion indicates complete excision. 
The small curved lateral incision is used. Section 
of the ligament is never done, and the posterior 
incision is never employed. After two weeks in 
bed the patient is allowed to walk. Full use of the 
limb is permitted after five or six weeks. 

Wirtex (Austria): The severity of the trauma 
and the character of the injury to the meniscus are 
not related. The entire cartilage is always removed 
through the median curved incision of Payr. The 
knee is immobilized in a splint for eight days. Full 
weight-bearing is permitted after the ninth day. 

ARTHUR H. WEILAND, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Reid, M. R.: The Effect of Arteriovenous Aneurisms 
upon the Heart. Ann. Surg., 1932, xcv, 578. 


In this article attention is again called to the fact 
that arteriovenous aneurisms involving large vessels 
usually affect the heart. The factor chiefly respon- 
sible for the cardiac damage is the increase in the 
amount of blood that the heart is obliged to care for. 
This is due to the quick shunting of a large amount 
of arterial blood back to the heart. Another factor 
of probable importance in the effect on the heart 
is the development of a condition resembling aortic 
insufficiency which occurs even when the lesion is 
far distant from the aortic valves. 

The author reports a case of femoral arteriovenous 
aneurism of seventeen years’ duration which pre- 
sented many of the effects of arteriovenous aneurisms 
of large vessels—cardiac hypertrophy and dilata- 
tion, Branham’s bradycardiac phenomenon, dis- 
turbances of blood pressure (Hill and Flack sign), 
changes in the electrocardiogram, pulsating vari- 
cosities, dilatation and atrophy of the proximal 
artery, capillary pulsation, and very adequate col- 
lateral circulation. Excision of the aneurism re- 
lieved all of the cardiac symptoms completely and 
caused the heart to return to its normal size. 

This case supports Matas’ teaching that the heart 
should be prepared for complete closure of the fistula 
by temporary occlusions of the fistula. Although 
the abundant collateral circulation reduces the 
danger of peripheral gangrene to the minimum, the 
heart must be partially adapted to the great and 
sudden change to be produced by the operation. An 
intelligent patient who has practiced temporary oc- 
clusion of. his fistula is usually quite certain when the 
fistula can be permanently occluded without causing 
cardiac distress. Jacos M. Mora, M.D. 


Tschmarke: Experiences with Regard to Pain in the 
Sole of the Foot as an Early Symptom of 
Thrombosis (Erfahrungen ueber den Fussohlen- 
druckschmerz als Fruehsymptom der Thrombose). 
Arch. f. klin. Chir., 1931, clxvii, 245. 


The author believes that the tenderness to pres- 
sure on the sole of the foot which Payr described as 
an early and warning sign of thrombosis of the lower 
extremity makes it possible to recognize thromboses 
which otherwise would probably remain latent. An 
important characteristic of this symptom is its early 


demonstrability. In all of the author’s cases it was 
the first alarming indication which led to careful 
examination for evidences of thrombosis. Early 
recognition of the thrombosis permits early treat- 
ment. However, the sign described occurs only in 
cases of thrombosis in the region of the foot and leg 


and is absent in those of more centrally located 

thromboses—ihromboses occurring in the pelvis and 

the region of the large venous trunks of the thigh. 
H. STEGEMANN (Z). 


Henschen, F.: Proliferating Thrombopoietic Endo- 
vasculitis in Local Vascular Lesions (L’endo- 
vasculite proliférante thrombopoiétique dans la 
lésion vasculaire locale). Ann. d’anat. path., 1932, 
ix, 113. 

In 1923 Masson described peculiar vascular lesions 
characterized by proliferation of the endothelium of 
the small vessels and thrombosis. The proliferation 
produced arborescent papillx which filled and dilated 
the vessels in much the same way as a papillary 
epithelioma of the breast dilates a lactiferous duct. 
Within the projections of endothelium there were 
deposits of a hyaline substance which Masson be- 
lieved was fibrin. 

Vascular lesions of this type are encountered most 
frequently in chronically inflamed structures such as 
hemorrhoids, urethral caruncles, cavernous heman- 
giomata, and polyps of the nose, digestive tract, and 
uterus. 

Henschen discusses the nature of the lesions and 
the hyaline deposit in the endothelial vegetations. 

Masson regarded the lesions as essentially neo- 
plastic and called them “‘vegetating intravascular 
hemangio-endotheliomata,” but in Henschen’s opin- 
ion they represent simply a form of endovasculitis. 
Henschen found the hyaline material within the villi 
to be composed of erythrocytes. He states that 
although the endovasculitis may be accompanied by 
thrombosis, the two conditions are distinct. 

Attention is called to the similarity of the endothe 
lial reaction to that observed in various genera! 
infections, hog cholera, and the colon bacillus septi- 
cemia of rabbits. Avpert F. De Groat, M.D. 


BLOOD; TRANSFUSION 


Horder, Sir T., Finzi, N. S., Piney, A., and Webster, 
J.H.D.: A Discussion on the Radiation Treat- 
ment of Leukemia. Bril. J. Radiol., 1932, v, 202. 


Horder stated that in leukemia the indirect effect 
of radiation treatment is of more importance than 
the direct effect. Webster agreed that some of the 
effect is indirect. Finzi reported that he had noted 
first a rapid decrease of the white cells, then a 
secondary increase, then another decrease, anid 
finally another increase. 

It was generally agreed that irradiation does not 
cure, but prolongs life. The chief benefit from its use 
is increased comfort. While the results of irradiation 
are more dramatic in the myelocytic type of leuki- 
mia, the end-results are better in the lymphatic type. 
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Horder stated that in his opinion the chief criteria 
for repetition of irradiation treatment are the 
general health, the weight, the temperature, and the 
general condition of the blood. According to Finzi, 
the red count and hemoglobin are of most im- 
portance. Finzi believes that the majority of cases are 
undertreated. Therefore, even when the white count 
js normal, he continues the treatment until the red 
cells and haemoglobin begin to increase. Piney be- 
lieves that the more numerous the abnormal cells the 
more urgent the need of treatment. 

Blood transfusions, arsenic, and liver as adjuncts 
to irradiation were discussed. It was agreed that 
they should not be given simultaneously with the 
irradiation treatment. 

Horder stated that in his opinion irradiation has 
no place in the treatment of the acute forms or the 
acute phases of the chronic forms of leukemia. 
Anemia of the addisonian type is a danger signal. 
Marked pyrexia, myocardial weakness, renal in- 
sufliciency, and haemorrhages are contra-indications. 

Finzi expressed doubt regarding the benefit to 
be derived from irradiation of parts of the body 
other than the spleen, even in cases of lymphatic 
leuka-mia. 

External applications of radium were charac- 
terized as helpful. No improvement had been ob- 
served following the use of radon solution. 

Cuarves H. Heacock, M.D. 
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Piney, A.: Conversion of Chronic into Acute Leukz- 
mic Myelosis: A Contribution to the Study of 
the Myeloblast and of the Nature of the 
Leukezemic Process. Brit. J. Radiol., 1932, v, 280. 


In spite of many investigations regarding the 
primitive non-granular leucocyte there is no general 
agreement as to the nature of the cell. The author 
reports a study of this cell in a case of chronic 
leukemic myelosis terminating acutely. On histo- 
logical examination of the marrow of the humerus 
all of the cells were found to have the same char- 
acteristics. There was infiltration with almost com- 
plete disappearance of the cancellous bone. ‘The 
marrow had the character of a true neoplasm. 

The liver contained no leukemic infiltration in 
spite of the fact that in the early chronic stage of 
the malady the blood picture was absolutely char- 
acteristic of chronic leukemic myelosis. The find- 
ings suggested that a typical myeloid leukaemic in- 
filtration had disappeared during the acute stage 
of the illness. If the infiltration forms and then 
disappears it would seem that the condition in such 
cases is a diffuse myelosarcomatosis. In the spleen 
in the case reported the evidence of infiltration in 
the sense of neoplasia was entirely microscopic as 
the capsule of the organ was intact, but practically 
all of the trabecular system of the spleen had dis- 
appeared and had been replaced by typical cells. 

GrorceE A. Cotietr, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Blair, V. P., Brown, J. B., and Hamm, W. G.: The 
Early Care of Burns and the Repair of Their 
Defects. J. Am. M. Ass., 1932, xeviii, 1355. 


Successful treatment of burns requires treatment 
of the patient himself, treatment of the injured 
tissues, the prevention of secondary damage, and 
early functional or cosmetic repair. 

As an example, the authors cite a third-degree 
burn involving the skin of the dorsum of the hand 
without direct tendon involvement. They state that 
such a burn will eventually become covered with 
epithelium under almost any form of treatment, but 
unless proper treatment is given there will be marked 
impairment of function and deformity due to scar 
and secondary peri-arthritis. If the patient is seen 
early, it is possible to obtain complete healing and 
good function within a few weeks by controlling the 
infection and transplanting skin. 

At the time of the accident any treatment that 
lessens shock and controls pain is good treatment. 
Tanning is much better than the use of unguents. If 
the burn has destroyed the full thickness of the skin 
or more, the authors prefer to rely on the protective 
and reparative faculties of live tissues rather than on 
the chemical control of dead tissues, even though 
care of such a wound without tanning requires 
painstaking extra work. 

Applications of warm physiological sodium chloride 
solution or of a mild antiseptic facilitate drainage, 
allay pain, and stimulate the resistance of the sur- 
rounding tissues. By their use most burns may be 
made sufliciently clean and the granulations suf- 
ficiently firm for grafting in from three to five weeks. 

For patients who have long endured the dis- 
comfort of large infected raw surfaces and have 
become intolerant of dressing of the wounds, the use 
of salt baths alternating with periods of dry heat has 
been found the most comfortable treatment. As 
soon as a dressing can be borne, the patient should 
be encouraged to get out of bed, if only for a short 
period every day. Wet dressings are preferred, but it 
may be difficult to obtain a dressing comfortable. 
enough to allow the patient to get out of bed. Since 
March, 1930, the authors have used as a dressing a 
water-soluble jelly to which from 2 to-5 per cent 
sodium chloride has been added. In many cases this 
has proved satisfactory. 

Soon after the burn has occurred it may be im- 
possible to differentiate between partial and full 
thickness destruction. This is one reason against 
immediate deep débridement and may,account for 
the healing of many apparently deep burns with 
little scarring under almost any plan of treatment. 


When spontaneous healing occurs the epithelium 
lies directly on a scar base made up of fibers arranged 
chiefly parallel with the surface and having a poor 
blood supply. Normal derma is not present, and 
hair follicles, sebaceous glands, and _ sudoriferous 
glands are regenerated. The ingrowing epithelium is 
usually only a few layers of cells in thickness and 
may show marked hyperkeratosis. Such surfaces 
may break down under irritation, and occasionally 
they undergo malignant change, especially ii the 
epithelium has been subjected to trauma. The scar 
contraction may cause serious fixation of joints or 
deformity of the involved part. 

Early application of thick split skin grafts to gran- 
ulating areas with loss of the full thickness of the 
skin will result in quick healing and usually a 
quite satisfactory appearance and surface protection. 

When patients present themselves with healed 
deformities, it is necessary to determine the extent 
of the original loss and the tissues available for re- 
pair. Complete relaxation of the displaced tissues 
must be obtained by removing the binding scars and 
the resulting raw surfaces must be covered with: tis- 
sue of a suitable thickness. 

While split skin grafts are more likely to take, to 
shorten the operating and healing time, and to be 
followed by less deformity to the donor area, {ull- 
thickness grafts are used when the best possible carly 
bearing surface and cosmetic result are desired. 


Pacetto, G.: Experimental Researches on H:emo- 
stasis by Biological Means, with Special Ref- 
erence to Craniocerebral Surgery (Ricerche spe- 
rimentali sull’emostasi con mezzi biologici, con par- 
ticolare riguardo alla chirurgia cranio-cerebrale). 
Policlin., Rome, 1932, xxxix, sez. chir. 112. 


The author reviews the history of hemostasis and 
the more important researches. He considers bi- 
ological methods after briefly discussing the meclani- 
cal, physical, and chemical methods. Biological 
methods have included the use of subcutaneous fat, 
fascia, omentum, and muscle.’ Previous to 1930 only 
homologous tissue was employed, but in that year 
the use of heterologous muscle was introduced by 
De Martel. The latter is of course associated with 
some inconvenience and danger of infection. 

In experimental studies of hemostasis in opera- 
tions on the cranium, Pacetto found various httero- 
logous muscle tissues of value. He studied also the 
hemostatic properties of tissue extracts. In wounds 
of the liver a powdered extract prepared according 
to the method of Bordet and Delange was most 
satisfactory. Pacetto believes that the standardiza- 
tion and use of such extracts will prove of great aid 
in all types of surgery on the parenchymatous organs 
and the cranium. A. Louts Rost, M1). 
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Sokolov, S.: Postoperative Rupture of Abdominal 
Wounds with Protrusion or Prolapse of the 
Viscera (Die postoperative Ruptur der Bauch- 
wunde mit Hervortreten oder Vorfall der Einge- 
weide). Vestnik Chir., 1931, \xv/Ixvi, 219. 


This comprehensive study is based upon an inter- 
national questionnaire which was sent out to 1,140 
surgeons. The reports of 187 surgeons on 725 cases 
are summarized in a table. About 50 German sur- 
geons responded. In all, 233 answers were sent in, 
representing collectively the current century. Four- 
teen surgeons reported ro or more cases. At the top 
of the list are Hesse and Sokolov with 36 cases and 
Radlifski and Traczuk with 31 cases. 

According to the reports of 18 surgeons, the in- 
cidence of wound separation in all abdominal opera- 
tions ranged from 0.03 to 3 per cent. The author 
believes that many cases are not reported and that 
the correct percentage is between 2 and 3. Wound 
separation occurs in males twice as often as in 
females. Of the 13 children with this complication, 
in the cases reported, only 3 were girls. In children 
the operation was usually performed for intussus- 
ception. In adults, the most frequent cause for 
operation was malignancy; the next, peptic ulcer; 
the third, gall stones; and the fourth, various forms 
of ileus. A seasonal influence was noted in that, 
especially among the northern people, wound separa- 
tion occurred most frequently in the early part of the 
year. The author explains this fact on the basis 
of the general fatigue and a reiative Vitamin C 
deficiency present during the winter months. 

None of the various proposed abdominal incisions 
can be regarded as a certain preventive of wound 
separation, but the complication occurs most fre- 
quently following median incisions. Paramedian, 
transrectal, Pfannenstiel, and even muscle-splitting 
incisions for appendix operations are occasiona}ly 
followed by wound separation. 

With regard to the part played by the suture 
material it was found that most of the separations 
occurred in the cases in which silk was used. Never- 
theless, the wounds separated in such a large number 
of cases in which catgut was used that, in view of the 
much less common use of catgut in the suturing of 
fascia, the greater unreliability of the latter material 
seems to be clearly demonstrated. 

The danger of wound separation is greatest be- 
tween the fifth and twelfth days after operation. 
Most separations occur on the eighth day. In the 
cases reviewed it occurred rather frequently also on 
the day on which the skin sutures were removed. 

The most common cause was pulmonary disease, 
anemia and cachexia were second, and wound in- 
fection was third. 

In 411 cases the wound was tightly closed again, 
with 132 deaths (a mortality of 32 per eent), while 
In 203 cases open treatment was used, with 72 deaths 
(a mortality of 35.4 per cent). Therefore, treatment 
with suture is apparently preferable. Of the causes 
of death, peritonitis was the most common, pneu- 
Monia next, shock third, and cachexia last. 
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As a prophylactic measure against wound separa- 
tion, the author recommends a diet rich in Vitamin 
C, avoidance of the use of catgut for suture of the 
fascia, and, in the cases of patients who are coughing, 
the use of a large linen abdominal binder after the 
fifth day. N. Petrov (Z). 


Guthrie, D.: The Treatment of Postoperative 
Obstruction. Pennsylvania M. J., 1932, Xxxv, 376. 


Modern preparation for operation and modern 
operative technique have greatly reduced the 
mortality and morbidity of abdominal operations, 
but postoperative ileus is still a cause of postopera- 
tive death. 

Both dynamic and adynamic ileus may be the 
result of prolonged operations, carelessly induced 
anesthesia, rough handling, loss of heat, time, 
and fluids, and the leaving of unperitonized surfaces 
in the abdomen. To reduce trauma, rough gauze 
dissection should be abandoned in favor of sharp 
dissection. In pelvic operations the induction of 
anesthesia should be begun with the patient in a 
high Trendelenburg position so that by the time the 
abdomen is opened the pelvis will be nearly freed 
of loose intestinal coils. The use of large quantities 
of gauze should be avoided. Frequently the end 
of a square of gauze in the upper angle of the 
wound is sufficient. 

In cases in which spinal anesthesia can be in- 
duced the resulting relaxation of the abdominal 
wall and collapse of the small intestine are of 
great aid in procuring adequate exposure. Trauma 
to the small intestine, particularly the upper part, 
7 one of the most common causes of postoperative 
ileus. 

In postoperative adynamic ileus the symptoms 
are often indefinite and it*is frequently difficult to 
distinguish the condition from mechanical ileus low 
in the intestine and beginning peritonitis. The 
patient is often of the neurotic type who does not 
withstand psychical or physical trauma well. There 
may have, beem some unusual degree of operative 
trauma and some postoperative shock. During 
the day following the operation the patient is rest- 
less and has an anxious expression. The pulse is 
rapid, the abdomen is distended and silent, and 
regurgitation of gastric and duodenal contents is 
noted. In some cases the ileus is self limited and 
subsides in from twenty-four to thirty-six hours. 

The administration of fluids in large quantities 
is imperative. From 5 to 6 liters of water should 
be given every twenty-four hours. An inlying 
nasal catheter or frequent gastric lavage through 
a Levine tube will keep the stomach free from gas 
and secretions. The application of heat to the 
abdomen and strong psychical support are impor- 
tant. Frequent auscultation is necessary as a 
peristaltic sound may forecast improvement. 

Bartlett’s method of using spinal anesthesia 
postoperatively is advocated as the best means of 
distinguishing between dynamic and adynamic 
ileus. The spinal anesthesia is induced with the 
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patient in bed, but with the operating room ready. 
If a bowel movement is not obtained within fifteen 
minutes the patient is moved to the operating room 
and an enterostomy or a more radical procedure is 
carried out. The use of pituitrin is to be condemned. 
A greatly distended small intestine is unable to 
contract even after removal of the inhibitory con- 
trol by the induction of spinal anesthesia and 
therefore requires enterostomy. Sometimes multiple 
enterostomies are necessary. 

Dynamic ileus is easier to recognize than adynamic 
ileus as it is usually preceded by an inflammatory 
lesion or an operation in which an unperitonized 
surface is left. When the obstruction is in the upper 
half of the intestine there is little distention, but 
early vomiting and regularly recurring cramp-like 
pains are characteristic. Auscultation reveals exag- 
gerated peristaltic sounds and the recoil of trapped 
gas and fluids during periods of pain. Careful 
inspection may disclose the presence of intestinal 
patterns, pathognomonic evidence of obstruction. 

Barium given by mouth is dangerous and its 
administration by enema is of little value and 
causes dangerous delays. A roentgenogram of the 
abdomen without the use of an opaque substance 
may yield valuable information. In obstruction 
of the small intestine it shows a collapsed colon and 
parallel coils of distended small intestine in the 
herring-bone pattern or Kerkring’s folds. 

Morphine should be withheld until the diagnosis 
is established and arrangements have been made 
for operation. 

The passage of gas with an enema is misleading 
as the gas comes from the part of the intestine below 
the obstruction. Purgatives only serve to increase 
the rapidity of reverse peristalsis. The results of 
delay in operation are increasing distention, a fast 
pulse, a leaky skin, a fatally silent abdomen, and 
fecal vomiting, all signs of impending death. 

Operative treatment depends on the promptness 
of diagnosis and the general condition. If an ob- 
struction of the upper or mid-portion of the intestine 
is diagnosed early when there is little distention 
and the patient is in good condition, the incision 
may be re-opened and the mechanical obstruction 
corrected. When there is more marked distention 
and the general condition is less favorable, enteros- 
tomy, single or multiple, is necessary. When there 
is widespread early infection a complemental en- 
terostomy is often indicated. 

Holden’s method of evisceration with direct 
emptying of the distended coils is held to be dan- 
gerous. In the presence-of strangulation, enteros- 
tomy may save the life of a very ill patient and be 
followed by sufficient improvement to permit re- 
section of the strangulation. 

Salt solution should be given in large quantities. 
Hypertonic salt solution stimulates peristalsis and 
may aid in stimulating the distended bowel. 

A left rectus incision from the costal arch down- 
ward for 6 cm. is usually sufficient except in the 
cases of patients with a large amount of sub- 
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cutaneous fat. The omentum, if it cannot be pulled 
upward, may be split in an avascular area. The 
rectal tube should be inserted with the tip down. 
ward in order to take advantage of the reverse 
waves. Side openings in the tube are of aid in 
procuring free drainage. The direction of the ip. 
testinal tube can be ascertained by following the 
root of the mesentery, the hand inevitably being 
guided into the corresponding fossa of the same 
side. If drainage ceases, hourly irrigation of the 
enterostomy tube without pressure is advisable. 
Constant attention to the tube is necessary to 
determine whether drainage is sufficient. 
E. S. Pratt, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Iselin, M., and Evrard, H.: Anatomical Study of 
the Cellular Spaces of the Hand (Etude aiato- 
mique des espaces celluleux de la main). ty. 
d’anat. path., 1932, ix, 37. 

The authors review the work of Kanavel and 
Dubau on the cellular tissues of the hand and report 
in detail their own injection studies which were made 
on twenty-eight hands. ‘Their findings are sum- 
marized as follows: 

The hand has six cellular spaces each of which is 
a potential site for a special type of abscess. 

1. The median superficial pretendinous palmar 
space. This is bounded superficially by the palmar 
aponeurosis, the thick layer of subcutaneous cellular 
tissue, and the skin, and dorsally, by the volar 
surface of the tendons, the lumbrical muscles, the 
blood vessels of the superficial palmar arch, and the 
nerves. On the radial side it projects volar to the 
second metacarpal, sometimes even into the second 
intermetacarpal space, depending upon the site of 
fusion of the median palmar aponeurosis aiid the 
lateral intermuscular aponeurosis. On the ulnar 
side it projects into the fourth intermetacarpa! space 
bounded by the union of the hypothenar aponcurosis 
with the median palmar aponeurosis. The proximal 
boundary is formed by the union of the superiicial 
palmar aponeurosis to the volar carpal ligament, 
volar to which the superficial palmar space com muni- 
cates with the forearm. The distal boundary is 
formed by the union of the aponeurosis wit! the 
superficial transverse ligament described by Poirier. 
In the distal portion of the palm there are strong, 
sagittally arranged fibrous partitions which unite 
the deep surface of the median palmar aponeurosis 
with the deep interosseous aponeurosis. In the proxi- 
mal two-thirds of the palm these septa are absent. 

The median superficial pretendinous palmar space 
communicates with: (1) the forearm through the 
cellular tissue about the ulnar artery; (2) the first 
commissural space or lumbrical canal (but not with 
the thenar space); and (3) the retrotendinous space 
(when the injection is made under marked pressure). 

2. The deep middle palmar space. This is bounded 
superficially by the flexor tendons and their sheaths, 
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and dorsally by the deep palmar aponeurosis or 
interosseous aponeurosis medial to the anterior 
margin of the third metacarpal and by the horizontal 
inner portion of the external intermuscular apo- 
neurosis lateral to the third metacarpal. On the 
radial side it is bounded by the vertical lateral part 
of the lateral intermuscular septum, and on the ulnar 
side by the medial intermuscular septum. Proxi- 
mally, it is bounded by the cellular tissue at the level 
of the wrist joint, and distally, by the fibrous barriers 
stretched between the metacarpophalangeal articula- 
tions. 

In its distal part this space is divided by the septa 
described by Legueu and Juvara into four small 
compartments, one for each finger. The compart- 
ment for the index finger is the most important be- 
cause it is better individualized than the others, its 
radial part extending farther up into the hand. 

When the injections were made under marked 
pressure the deep middle palmar space communi- 
cated with the fingers by way of the lumbrical canals 
and occasionally with the thenar space. It com- 
municates with the forearm along the tendons under 
the transverse carpal ligament. 

3. The commissural spaces. These are three in 
number and situated proximal to the interdigital 
commissures. They are bounded superficially by 
the skin and distally by the skin of the commissures 
and the interdigital palmar ligament described by 
Legueu and Juvara. ‘Their deep boundary is the 
deep dorsal aponeurosis which is re-inforced at this 
point by the superficial dorsal aponeurosis. Laterally 
they are bounded by the union of the skin with the 
pretendinous bands of the superficial median apo- 
neurosis, and proximally, by the union of the skin 
with the transverse ligament. It was impossible to 
demonstrate any communication with neighboring 
commissural spaces or with the dorsal surface of 
the hand. 

4. Thethenar space. This is bounded superficially 
by the thenar aponeurosis or external intermuscular 
aponeurosis ending on the third metacarpal; deeply, 
by the deep bundles of the adductor pollicis brevis; 
and laterally, by the first metacarpal covered by the 
thenar muscle. It was impossible to demonstrate 
any communication with other spaces. 


5. The hypothenar space. This is bounded on all, 


sides by the hypothenar aponeurosis which begins 
on the lateral margin and ends on the ulnar margin 
of the fifth metacarpal. 

6. The dorsal space. This space, which is elon- 
gated longitudinally, is bounded deeply by the ex- 
tensor tendons joined together by the sheet of Morel 
and Duval; superficially, by the superficial dorsal 
aponeurosis and the skin; laterally, by the union 
of the superficial dorsal aponeurosis with the deep 
dorsal or interosseous aponeurosis; medially, by the 
insertion of the superficial dorsal aponeurosis on the 
fifth metacarpal; proximally, by the union of the 
dorsal aponeurosis with the dorsal carpal ligament; 
and distally, by the termination of the superficial 
aponeurosis on the fibrous sheaths of the fingers. 
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No communication could be demonstrated between 
the dorsal space and other spaces. 

This anatomical study revealed the following 
problems which are yet to be solved: 

1. The extension of infectious material from the 
pretendinous palmar space into the thenar space. 
While such extension is extremely frequent clinically, 
a communication between these spaces could not be 
demonstrated experimentally. The injected plaster 
displaced the external intermuscular aponeurosis 
outward in only one case and even in this instance 
did not invade the thenar space. 

2. The extension of infectious material through 
the commissural spaces: (a) toward the dorsal space, 
and (b) toward the neighboring commissural spaces. 
Extension toward the dorsal space probably occurs 
by way of the lymphatics. It is known that lymphat- 
ics from the palmar commissures empty into the 
dorsal collectors by a recurrent course. The route of 
the extension toward neighboring commissural 
spaces could not be definitely established although 
the occurrence of such extension is clinically indis- 
putable. 

3. The extension of infectious material along the 
lateral surface of the first phalanx. No communica- 
tion by way of the cellular tissue could be established, 
but injection of the lymphatics in this region sug- 
gested that the extension of infectious material 
occurs by the lymph vessels. 

4. The causation of suppurative arthritis of the 
wrist by a minimal lesion on the lateral surface of 
the first phalanges of the fingers. No direct connec- 
tion was demonstrable. In an attempt to dem- 
onstrate a lymphatic connection by injections and 
dissections of the hands of fourteen fetuses at term, 
lymphatic trunks were found skirting the radio- 
carpal articulations, but no branches to the articula- 
tion were discovered. Eprta S. Moore. 


ANZASTHESIA 


Renton, D. G.: Carbon Dioxide: Some Observations 
on Its Use and Abuse During Anesthesia. J/ed. 
J. Australia, 1932, i, 121. 


Carbon dioxide controls the mechanism of respira- 
tion by its action on the respiratory center. The 
carbon dioxide content of ordinary atmospheric air 
is 0.04 per cent; that of expired air, 4.10 per cent; 
and that of alveolar air, about 5 per cent. 

Carbon dioxide is a valuable adjuvant in anesthe- 
sia. It increases the depth of the respiratory move- 
ments, thereby increasing the ventilation of the 
lungs. Full oxygenation is necessary in anesthesia, 
and no benefit will be obtained from the use of carbon 
dioxide in the presence of oxygen deficiency. 

The induction of anesthesia with ether or with 
the ethyl chloride-ether sequence or with nitrous 
oxide or ethylene and oxygen is materially shortened 
and rendered less distressing to the patient if a 
small amount of carbon dioxide is added to the 
anesthetic agents. It is not advisable to hasten the 
induction of anesthesia with chloroform. 
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During the maintenance of ether or chloroform 
anesthesia the addition of carbon dioxide is a re- 
markably rapid and efficient restorative measure if 
depression of the respiration or weakening of the 
pulse occurs. The anesthesia may be deepened by 
adding a little carbon dioxide and increasing the 
amount of ether or chloroform or lightened by 
adding a little carbon dioxide and decreasing the 
ether or chloroform. 

It is in the use of the gaseous anesthetics that the 
carbon dioxide problem is ever present and difficulty 
is likely to occur when a closed system is employed. 
The waste of gases is excessive when no rebreathing 
apparatus is used. In the closed system the per- 
centage of carbon dioxide increases rapidly so that, 
unless there is a definite indication for stimulation, 
the presence of more than 5 per cent of carbon 
dioxide in the bag system overworks the respiratory 
center, subjecting the patient to unnecessary fatigue. 

To overcome the accumulation of carbon dioxide 
and to prevent waste of gases by repeated washing 
out of the system with fresh gases, a soda-lime 
carbon-dioxide absorption attachment should be 
used to keep the carbon-dioxide content of the sys- 
tem at a reasonable level. In this way, with adequate 
additions of oxygen and nitrous oxide or ethylene, 
the amount of gases required to maintain a long 
anesthesia will be considerably reduced. 

At the termination of ether anesthesia the addi- 
tion of a 5 to 10 per cent mixture of carbon dioxide 
to air or oxygen aids the patient to excrete the ether 
more rapidly. However, care is necessary for if the 
patient becomes unduly stimulated and the carbon 
dioxide is withdrawn, too much carbon dioxide will 
be washed out of the body and there will be a 
compensatory stage of respiratory depression. The 
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carbon dioxide should be withdrawn gradually so 
as to leave the patient in a respiratory state as 
nearly normal as possible. Carbon dioxide may be 
used with advantage also after chloroform or gas 
anesthesia. At the termination of endotracheal or 
pharyngeal anesthesia the addition of carbon 
dioxide is not only useful but necessary because of 
the continual washing out of carbon dioxide during 
anesthesia of these types. The administration of 
carbon dioxide helps by washing out the accumulated 
anesthetic and by restoring the carbon dioxide con- 
tent of the blood to its normal level. 

The use of carbon dioxide and oxygen is indicated 
during the postoperative period to prevent pul- 
monary atelectasis. Thorough lung ventilation at 
intervals prevents atelectasis and consequently de- 
creases the danger of infection. The periods oi 
treatment with carbon dioxide and oxygen shoul: 
include an inhalation for from five to ten minutes 
at two-hour intervals in the first twenty-four hours, 
at four-hour intervals in the second twenty-four 
hours, at six-hour intervals in the third twenty-four 
hours, and so on, as long as deemed advisable. 

The author reports two cases, both those of pa- 
tients who were poor surgical risks. In the first case 
carbon dioxide stimulation of respiration made it 
possible to complete the operation. In the second, 
ethylene with a good deal of rebreathing was given 
for a short operation. Following the anesthesia, 
oxygen was used without rebreathing and without 
carbon dioxide. During its administration for fifteen 
minutes the respirations became more shallow and 
weak and the patient died. In the author’s opinion 
the cause of death in this case was respiratory col- 
lapse due to sudden removal of the carbon dioxide 
stimulation. J. Epwin Kirkpatrick, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Ravina, A., Sourice, A., and Benzaquen, L.: Angi- 
ography and Angiopneumography  (L’angio- 
graphie et ’angiopneumographie). Presse méd., Par., 
1932, xl, 287. 

In experiments on dogs the authors introduced a 
long sound through the external jugular vein into 
the heart and in some instances even into the pul- 
monary artery. They then injected an opaque sub- 
stance through this sound and made roentgeno- 
graphic studies of the pulmonary circulation. The 
most satisfactory opaque medium was sodium iodide 
in a 35 to 40 per cent solution. In the case of a dog 
weighing 15 kgm., from 1o to 20 c.cm. of such a 
solution made good roentgenograms. Other iodine 
compounds such as mono-iodomethane sulphonate 
of sodium, and di-iodomethane sulphonate of sodi- 
um, were also well tolerated. 

C. D. HAAGENSEN, M.D. 


Borak, J.: The Coutard Method of Roentgen 


Therapy of Cancer (Ueber die Coutardsche Me- 
thode der Roentgenbehandlung des Krebses). Wien. 
med. Wehnschr., 1931, ti, 1677, 1703. 
The author begins his article by citing two cases 
of sarcoma of the thigh in which roentgen irradia- 
tion caused complete disappearance of the tumor, 


but left a skin defect which had to be covered with 
a Thiersch flap. He then reminds us of the two basic 
principles of roentgen therapy: 

1. The effect of roentgen (and radium) rays 
consists in a direct destruction of the cancer cells. 

2. In the destruction of the cancer tissue the 
normal cells, connective tissue, and blood vessels 
must be protected. 

He states that every cancerous tissue could be 
cured by the roentgen rays if the dosage was not 
definitely limited by injury to the normal tissue. 
Up to the present time, therefore, the cancer dose 
has been considered comparable to the skin-erythema 
dose as a sign of beginning tissue injury. Hence it 
has been possible to cure only carcinomata having 
an irradiation sensitivity within this limitation. 

The Coutard method attempts to increase the 
difference in the irradiation sensitivity of carcinoma 
and connective tissue. If the dosage causing in- 
flammation of the skin is given, not at one sitting, 
but at several sittings on successive days, erythema 
will not develop. This fact constitutes the funda- 
mental principle of the Coutard method, as the 
tolerance of the connective tissue and vascular ap- 
paratus is considerably increased by such division 
of the dosage. However, this fractioning in the 
Coutard method not only prevents the erythema 
of the skin when the skin-erythema dose is used, but 
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also makes it possible to give a total dosage which, 
if administered at a single sitting, would injure the 
tissues most severely. The total dosage recom- 
mended by Coutard for one field amounts to 3,500 r 
or even more. This dosage is tolerated by the skin 
only when the daily dose does not exceed from ro 
to 200 r. If it is borne in mind that in a deep car- 
cinoma several such fields may be treated, the total 
dosage in the depth may amount to approximately 
10,000 r, which is about ten times the amount that 
it was possible to give formerly. The skin reacts 
to such a dosage by an epidermitis sicca in which 
the epidermis is completely exfoliated and the corium 
is exposed. That this dose is a good tolerance dose 
is evident from the fact that at the end of fourteen 
days the skin is completely re-formed, and by the 
fact that in his ten years’ experience Coutard has 
never observed a late injury from its use. Therefore 
the epidermitis constitutes the upper limit of skin 
tolerance (the so-called skin-erythema dose of 
Coutard). Even injury of the subcutaneous blood 
vessels and the connective tissue is avoided, as was 
proved by histological studies of Miescher, Kahls- 
dorf, and Zuppinger which showed no inflammatory 
phenomena of any type. 

Another factor in the Coutard method is the pro- 
traction of the single dose, the purpose of which is 
also to diminish the injury to the skin as much as 
possible. Coutard accomplishes this by increasing 
the filtration from 0.5 to 2.0 mm. of copper and 
increasing the distance from 40 to from 60 to 100 cm. 
He thereby increases the time in which the small 
dose is given from thirty minutes to from two to 
four hours. Therefore, according to the original 
method of Coutard, it is necessary to irradiate a 
patient with two fields of incidence at least daily 
for four hours and continue this treatment for from 
three to four weeks. Considered from the economic 
standpoint, this method can be carried out in the 
smallest roentgen institutes. Coutard recommends 
protraction of the single dose only for protection 
of the skin and not because of a possibly better effect 
on the carcinoma. The author, Miescher, and 
Chaoul, irradiating with filtrations of 5 and 3 mm. 
of copper, were unable to determine any difference 
in the reactions of the skin and cancer tissue. The 
ratio of 1:4 in the irradiation period of the single 
dose therefore causes no differences in the biological 
effects. In Borak’s cases a total dosage of 2,400 r 
was given, and in Chaoul’s cases, a total dosage of 
about 3,300 r or more. Pape’s poor results were 
due to the fact that his single dose amounted to 700 
r and was therefore much too large. It is thus 
apparent that with a daily application of from 150 
to 220 ra total dosage of 3,600 r is tolerated by the 
skin just as well as with short periods of irradiation 
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of the single dose. Because of this fact the Coutard 
method 7 irradiation can be easily carried out by 
all roentgen institutes. 

The chief question now is whether, as a result of 
the huge increase in the dosage, a stronger effect is 
produced upon the carcinoma tissue. According to 
Wintz, carcinoma behaves in exactly the same way 
as the vascular layer of the skin. If the view of 
Wintz were correct, the method of Coutard would 
be of no value as the carcinoma tissue would ac- 
commodate itself to the rays in exactly the same way 
as the skin. Regaud irradiated the testicles of rab- 
bits in order to render them permanently azoosper- 
matic. If this is to be accomplished at one sitting, 
it is necessary to give such a large dose that the 
scrotal skin would become severely necrotic. Tem- 
porary sterilization can be obtained also with small 
doses. Regaud divided the large total dose into 
daily small single doses and achieved complete 
azoospermia without injuring the skin. The time 
distribution therefore made possible an increased 
dosage which acted upon the testicular tissue 
but not upon the skin. Accordingly, the view of 
Wintz can no longer be regarded as entirely valid. 
This is evident also from the results cited later in 
Borak’s article. Regaud called attention to the fact 
that the skin and testicular tissue behave antag- 
onistically. With the fractional irradiation the skin 
is desensitized and the testicles are sensitized. More- 
over, the biological similarity of testicular tissue 
and cancer tissue is greater than that of the blood 
vessels and cancer tissue. Coutard has made a 
practical application of this theory. 

In a period of four years, 28 per cent of cases of 
carcinoma of the larynx of a type heretofore con- 
sidered incurable have been cured by the Coutard 
method. Of cases treated surgically, a cure was ob- 
tained in only 6.6 per cent and these were operable 
cases in which complete extirpation of the larynx 
was done. Of cases of carcinoma of the tonsil of a 
type heretofore regarded as incurable, 26 per cent 
were cured by Coutard irradiation. Similar results 
were obtained by Schintz in inoperable cases of 
carcinoma of the oral cavity, pharynx, and larynx. 
The author reports successful results in cases of 
carcinoma of the uterine cervix in which post- 
operative recurrences disappeared quickly. 

In the treatment of superficial cancroids of the 
skin the method has no special advantages over the 
irradiation used heretofore, but in deep carcinoma 
terebrans, which is resistant to other methods of 
irradiation, it has a striking effect. It is of value 
also in inoperable carcinoma of the breast. It is 
applicable particularly to the glands in the axillary 
and supraclavicular fosse, in which a marked re- 
cession of the process should occur. In the treat- 
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ment of the primary tumor of the breast the irradia- 
tion must be given through two fields as the dose 
for the tumor itself must apparently be very large 
until the neoplasm recedes completely. This aj)jlies 
also to the ovaries, prostate, and thyroid gland, 
which, because of their glandular origin, are not so 
resistant to irradiation as tumors derived from super. 
ficial epithelium. The Coutard method appears to 
be of value also in gastric and pulmonary carcinoma 
in which irradiation therapy has completely failed 
heretofore. Sielmann has obtained favorable results 
in several cases of inoperable gastric carcinoma. In 
cases of pulmonary carcinoma it has even been pos- 
sible to make the stenosed bronchus patent again, 
Experience indicates that this type of irradiation js 
much more effective than that which was used 
heretofore. 

Regaud’s experiments have shown that the cumu- 
lative effects of the irradiation are greater in <arci- 
nomata than in the blood vessels. This seems ‘o be 
in contradiction to the fact that markedly growing 
tissue shows less cumulative effects than resting 
tissue (Juengling). However, carcinomata present, 
not a uniform type of tissue, but tissue com) lexes 
(Regaud). In this connection attention is called to 
the so-called resting carcinoma cells which are de- 
scribed as mother cells of the carcinoma and are 
compared to the resting spermatogenic cells, naiely, 
those elements from which restitution of the tissue 
proceeds. Regaud emphasizes the importance of 
destroying these resting cells. 

As the Coutard method is still a very new method 
it presents several problems yet to be explained. lor 
example the question arises as to whether the skin 
reaction can be considered a criterion of the dose 
required for the tumor. Some carcinomata recur 
after nine and others after thirty-nine irradiations. 
Other problems to be solved are the size of the single 
dose and of the total dosage indicated and the degree 
of the reaction of carcinomata of different origins. 
No definite rules can be formulated at the present 
time. With regard to the reaction upon the organism 
itself, the author states that, besides the reaction 
in the mucous membrane of the oral cavity, an 
epidermitis occurs, but this disappears comp!ctely 
after from two to three weeks. It has the appearance 
of diphtheria deposits with small erosions. \\ore- 
over, after the administration of about 1,000 r a 
disturbance of the sense of taste is noted. \\ith 
irradiation of the abdomen, diarrhoea occurs. but 
ceases after fourteen days. According to (!ooru 
and Zuppinger, the blood reaction is very slig/\'. 

In conclusion the author says that the Coutard 
method constitutes a considerable advance in the 
irradiation therapy of carcinoma, regardless 0! the 
site of the lesion. 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Archambault, LaS., and Fromm, N. K.: Progressive 
Facial Hemi-Atrophy: Report of Three Cases. 
Arch. Neurol. & Psychiat., 1932, xxvii, 529. 


Progressive facial hemi-atrophy was first de- 
scribed by Romberg in 1846. Since then, about 
4oo cases have been reported. Among these, ap- 
proximately 24 were cases of total facial hemi- 
atrophy and 27 were cases of double facial hemi- 
atrophy. 

A number of theories advanced in earlier reports 
on facial hemi-atrophy have been either confirmed 
or revised. The supposed much greater incidence 
of the condition in females and on the left side 
of the face has not been substantiated. Facial 
hemi-atrophy may occur at any age, but is most 
frequent during the first two decades of life. As a 
rule the atrophic process involves all of the tissues 
of the face, but in some cases the skin, and in a few 
cases the bony structure, is not affected. Most 
severely involved are the subcutaneous fat and the 
connective tissue. The atrophy of the musculature 
is entirely bulk shrinkage. This is proved by the 
preservation of function and of normal electrical 
responses. In many cases the dystrophy extends 
to the neck or the upper part of the thorax and 
arm, and in some it involves the entire half of the 
body. Frequently it has developed first in the 
region of the second and third cervical roots, but 
it may begin at any point in the zone innervated 
by the trigeminal nerve. Alopecia of the face and 
occasionally of the scalp may antedate all other 
manifestations. The occurrence of pigmentary 
anomalies is not uncommon, but herpes, nevi, and 
telangiectases are rare. The vasomotor and secretory 
disturbances are not uniform, both deficient and 
exaggerated function having been observed in many 
instances. Horner’s oculopupillary syndrome and 
trigeminal symptoms are discussed. * 

The authors report three cases in detail. In the 
first and third the process developed in the domain 
of the second and third cervical roots. Case 3 was 
characterized by alopecia of the scalp which ante- 
dated all other manifestations. In Case 1 the 
hemi-atrophy began to appear within a few weeks 
after a traumatism of the cheek. In these cases all 
of the tissues of the face were involved. 

Etiological factors are discussed. Inheritance of 
the condition and its occurrence in several members 
of a family are so rare as to be of little significance. 
In some cases its development follows a severe 
infectious disease. A circumscribed infectious focus 
(angina, peritonsillar abscess, periostitis) may rep- 
resent a spontaneously occurring trauma exerting 


much the same influence as external violence with 
the additional possibility of ascending perineural 
infection. A history of antecedent traumatism is 
given in from 25 to 35 per cent of cases. 

In the evaluation of the various theories advanced 
to account for this peculiar dystrophy the cases 
and views of different investigators are analyzed 
in detail. The sclerodermal theory is not easily 
contradicted. It is admitted that in many cases a 
distinction between scleroderma and facial hemi- 
atrophy may be impossible, but the authors cannot 
agree with Cassirer that these conditions are identi- 
cal. With regard to the trigeminal, the parasym- 
pathetic, and the endocrine theories the authors 
state that sufficient evidence has been furnished 
to prove conclusively that all three are totally un- 
tenable. Wartenberg’s theory that the primary 
lesion is an encephalitis of the diencephalic floor, 
and the theory of Wolff and Ehrenclou that facial 
hemi-atrophy is merely one component of a general 
autonomic imbalance do not clarify the problem. 
Brissaud’s theory of a cephalic trophoneurosis is 
acceptable insofar as it applies to total and crossed 
hemi-atrophies. 

In the authors’ opinion the sympathetic theory 
alone affords a satisfactory explanation of most, 
if not all, cases of facial hemi-atrophy thus far 
— This theory is supported by the following 
acts: 

1. Lesions compressing or otherwise injuring the 
so-called cervical sympathetic, which might well 
be designated the ‘‘craniofaciocervicothoracobrachial 
division of the sympathetic system,” have deter- 
mined progressive facial hemi-atrophy on the cor- 
responding side. 

2 In the group of so-called symptomatic hemi- 
atrophies (syringomyelia, haematomyelia, brachial 
plexus injuries, bulbopontile foci of encephalitis) a 
concomitant Horner syndrome was present in the 
majority of the cases and not infrequently it was 
associated with vasomotor and secretory disturb- 
ances. 

3. Pulmonary tuberculosis is mentioned in a 
large number of reports and was found in the 3 
cases of so-called idiopathic facial hemi-atrophy 
that thus far have come to autopsy. 

4. The distribution of the postganglionic fibers 
of the cervical sympathetic ganglia is so extensive 
that it embraces the region affected not only in 
cases of the usual type of facial hemi-atrophy, but 
also in cases in which the process extends to the 
base of the neck, the upper part of the thorax, and 
the upper extremity. This anatomical detail was 
confirmed by the investigations of earlier anatomo- 
physiologists and by the recent researches of André- 
Thomas. 
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5. The extensive investigations of Mueller and 
his pupils, Goering and Béwing, on the origin and 
distribution of the trophic fibers for the various 
peripheral tissues fully substantiates the claims of 
those who uphold the sympathetic theory. 

6. In the 3 cases reported in this article the facial 
hemi-atrophy was accompanied by unequivocal 
indications of a disturbance of the corresponding 
side. 

The simple and invaluable clinical methods of 
investigating sympathetic disturbances which have 
been devised by André-Thomas are more reliable 
than pharmacological tests. The authors’ main 
purpose has been to prove the unquestionably 
predominant réle of the sympathetic system in the 
genesis of facial hemi-atrophy. They regard the 
dystrophy as a distinct syndrome comparable in 
large measure to other well-recognized syndromes 
such as the parkinsonian syndrome and the syn- 
drome of pseudobulbar paralysis. 

As treatment of facial hemi-atrophy, periarterial 
sympathectomy is suggested. This should be done 
in the earliest stage of the condition. 

J. Epwin Krrexpatrick, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Myers, C. N., and Throne, B.: Blood Changes in 
Malignant Diseases. Am. J. Cancer, 1932, xvi, 297 
In cancer during the earlier decades of life the 
index for plasma-whole blood and serum-whole blood 
is slightly higher than in cancer in the later decades 
of life. The indices are slightly lower in females than 
in males during the early decades of life and increase 
gradually in the fifth decade. In the averages for 
males and females there is some difference. 
In epithelioma of the skin the averages are almost 
identical with those in cancer situated elsewhere. 
The authors chose psoriasis as one of the diseases 
for control experiments because in certain instances 
an association has been suggested between this con- 
dition and abnormal fat metabolism. In a compari- 
son of the results obtained in cancer with those 
obtained in psoriasis the index was found to be 
slightly higher in psoriasis. 
The cholesterol indices for eczema, dermatitis, and 
a group of miscellaneous conditions exclusive of 
xanthoma were similar to those obtained in cancer. 
It therefore appears that cholesterol indices are of 
no value for the detection of neoplastic conditions. 
SAMUEL Kaun, M.D. 
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